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: HY wear a uniform? There are many reasons—-for 
W convenience, for protection, for efficiency, as a distinc- 

tion either of some special training, or of a service in 
which people of many skills accept a common loyalty. 


Nurses’ uniforms come under one or all of the above classifica- 
tions. It is usually accepted that a nurse, caring for the sick, 
should wear a uniform in the interests of hygiene. But, if this 
were the only reason, a white overall slipped on at the bedside 
would appear to be sufficient, while the modern nurse’s cap would 


seem to have lost any functional use it may have had twenty 
years ago. Few nurses, however, adopt such a practice even when 
working independently as private nurses. It seems, too, that with 
the newest entrants to the profession the most complex uniform, 
comprising stiff collars, belts and cuffs, aprons and long sleeved 
dresses and even black shoes and stockings, is still preferred toa 
simple short sleeved cotton dress with an apron for wearing 
during nursing procedures only. Traditional dress has still an 
appeal to the most emancipated of the younger generation. 


. There is no doubt of course that the familiar nurse’s uniform, 
in whatever slight variation, is recognised by the public as the 
sign of a nurse and, as such, inspires confidence. 


Each hospital also has distinctive points in the uniforms of 
the various grades of nursing staff, so that even in a vast 
institution where individual members of the staff are not known 
pl their position and authority can be recognised in their 
uniform. 


Most people, though not all, would agree that in hospital 
nursing a uniform is desirable and a ‘‘ uniform ’’ one, so that even 
shoes and stockings are required to be the same for every 
individual. Whether the latter is necessary, however, deserves 
discussion, as nurses do not parade and no doubt the patients 
would have no objection to variations in the shade of the nurses’ 
stockings. 

When nurses work outside the hospital, however, in domiciliary 
nursing or health visiting, for example, the question of uniform 
becomes more complex. The domiciliary nurse must travel in all 
weathers to her patients’ homes, and must not carry infection 
‘rom one house to another. She requires a simple uniform that 
IS €asy to wear, change and wash, and that is practicable for 
weating in the patient’s home. Again her uniform probably gives 
confidence to. the patient and his relatives, though the nurse 
must not rely on that but must gain it by her skill and under- 
standing. Authority cannot be conveyed by a uniform alone and 


the acid test must always remain the individual’s personal 
behaviour. 


If, however, there is no ill patient in the house, need the 
visitor wear uniform ? Many local authorities have preferred 
their health visitors to wear suitable dress but not a uniform. 
This has both advantages and disadvantages. Many people do 
not realise that the health visitor is, in almost every case, a 
State-registered nurse, and they group her as just another visitor 
or social worker. The district nurse, even at her first visit, needs 
no introduction because her uniform announces her arrival. 


The subject of the wearing of uniform has arisen in several 
connections lately. In the House of Lords an amendment was 
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recently carried against the Government in the Midwives 
(Amendment) Bill, permitting the midwife to wear the uniform 
of the Central Midwives Board rather than the uniform of her 
employing authority. This amendment is now before the House 
of Commons and has been left for further discussion at the report 
stage of the Bill. 

Under present conditions, the employing authority must 
provide uniform or make an allowance for it. If the midwife 
or nurse is entitled to wear the national, that is, the State- 
registered nurses’ or State-certified midwives’ uniform, in 
preference to that stipulated by her authority, what effect would 
it have on the terms of her employment ? Would the authority 
still bear the cost ? 

If the nurse wearing the uniform of her local authority changes 
her employment frequently and each authority has to supply a 
new outfit, the waste of money will be considerable. On the 
other hand ‘ uniformity’ is rarely desirable and there will be 
much regret if individuality is lost and hospitals and health 
authorities in the interest of economy have to adopt a common 
uniform. 

If a uniform denotes allegiance to a special service, such as in 
the Forces, it is similar, though with distinctive markings, for all 
members regardless of special training and skill. In nursing, 
however, the kind of uniform has usually indicated professional 
status and nurses may well prefer to retain this distinction in 
preference to adopting a national service uniform to be worn by 
all members of a service. 

A further difficulty arrives when multiplicity of uniforms occurs 
so that a nurse, a midwife and a health visitor and others wearing 
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Above: the mounted Brigade of Guards in traditioncl uniform, made a 


spectacular show on the Horseguards Parade on June 2 
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different uniforms, all visit one house, perhaps deputising for each 
other in rural areas, and this may cause confusion to the patients. 
A nurse is accepted in every house but when the midwife in her 
distinctive uniform has to attend the patient requiring post- 
prostatectomy care, or the single tubercular girl awaiting 
sanatorium treatment, difficulties may arise. Most nurses would 
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Staff Consultative Councils 


HosPITALs in the National Health Service are to adopt a scheme of 


joint consultation between management and staff. This Ministry of 
Health announcement follows an agreement reached by the National 
Health Service Whitley Council (see page 615). The aim of the scheme 
is to provide the closest cooperation between managements and staff, 
encourage a wider interest and a greater responsibility for the conditions 
under which they work, and to assist in promoting efficient hospital 
administration and the welfare of the patients. The committees will 
have no power to vary national agreements, but will discuss purely 
local problems. Joint consultation and negotiation was one of the 
points advocated by the Nursing Reconstruction Committee set up 
under the auspices of the Royal College of Nursing. In its report it 
stated that joint consultation concerned relationships within a 
particular working group and the creation of a “happy ship’: At 
present those chosen to serve on Joint Consultative Committees do 
not have to be members of an organisation. The Roval College of 
Nursing hopes that nurses will wish to use their nurses’ representative 
councils to the full. It is thought that if the student nurse participated 
in these consultative councils it might mitigate against her student 
status, and that she should have her own group of students for discussion. 
The primary objects of these consultative councils is to improve the 
service and to create understanding and goodwill on all sides. 


Cooperation in the Health Service 


THE Ministry of Heaith has announced that a committee has been 
set up by the Central Health Services Council to study means of 
promoting cooperation between the hospital, general practitioner and 
local government services. The members of the committee are :— 
F. Messer, Esq., C.B.E., J.P., MiP. (Chairman); Sir Henry Cohen, 
K.B., M.D., F.R.C.P., F.F.R. (Vice-Chairman) ; Sir Ernest Rock- 
Carling, M.B., F.R.C.P., F.R.C.S.j; Sir Allen Daley, M.D., F.R.C.P., 
Esq., D.P.H, ; Capt. S. H. 
Hampson, M.B.E., M.C., J.P., M.A., LL.B.; The Hon. Arthur Howard, 
L.R.C.P.; K. I. Julian, Esq., C.B.E.; Professor Hilda Lloyd, B.Sc., 
F.R.C.S., F.R.C.0.G.; R. A. Mitkelwright, Esq., F.H.A.; Sir Cecil 
Oakes, C.B.E.; Councillor William Onions, Esq., J.P.; Professor R. H. 
Parry, M.D., B.S.(Lond.), F.R.C.P., D.P.H.; W. G. Patterson, Esq., 
M.D., D.P.H.; E. We Scorer, Esq.) O.B.E.; <A. Talbot 
Rogers, Esq., M.B., B.S.(Lond.); Alderman W. E. Yorke, C.B.E., J.P.; 


The Joint Secretaries are Mr. E. J. S. Clarke and Mr. J. T. Woodlock 
A report will be made on existing forms of 


of the Ministry of Health. 


Above : Princess Margaret talks to one of the student nurses at 
Ramsgate General Hospital 


of Red Cross Societies. 


NURSING TIMES, JUNE 10, 1959 


support the principle of wearing the distinctive uniform of , 
profession but the patient’s reaction must not be overlooke 
and the possibility of occasions which demand a visit from a nur 
who is not in uniform. Whenever the question of uniform js at 
stake no rigid rule will prove an answer to the problem of why 
the nurse should wear. 


cooperation between Regional Hospital Boards, Hospital Managemen 
Committees, Boards of Governors, local authorities and executiy 
councils. The committee will also consider the possibility of formulating 
general principles for promoting cooperation. 


Arranging Flower 


To possess the art of arranging flowers, shows a feeling for line ang 
colour. In some countries such as China, the tradition of flower decor, 
tion is age-long, whereas, 
in this country, the art is far 
less conventional and offers 
many opportunities for ex- 
pressing the personality of 
the decorator—be it flam- 
boyant, lavish, timid or what- 
ever it be. Nurses and others 
interested, will welcome the 
fact that Mrs. Constance 
Spry has very kindly offered 
to give an illustrated lecture 
on flower arrangement, in 
aid of the Educational Fund 
of the Royal College of 
Nursing on Tuesday, June 13, 
at 3 p.m. All who work in 
hospitals and clinics know 
what a tremendous difference 
is made to both staff and patients by the artistic arrangement of flower, 
This is a subject that many consider inborn and not learnt, but itis 
welcome that now those of us who are less deft with flowers can k 
told “‘ how it is done.’’ (Photograph by courtesy of Constance Spry). 


British Red Cross—Jordan Commission 


ONE of the most dramatic emergency relief operations of the British 
Red Cross Society came to an end last month when the Society's 
Commission for Refugee Relief in Jordan officially withdrew on May 21. 
Since December, 1948, the British Red Cross has been operating 
a medical programme within the overall relief programme of the League 
In August, 1948, at the 17th Internationa 
Red Cross Conference at Stockholm, the late Count Bernadotte 
appealed to the worid on behalf of the Middle East Refugees and, i 
January, 1949, as a result of a survey made in the previous November, 
the British Red Cross Society opened its commission with Headquarters 
based on Amman. Fifty-five trained personnel] (doctors, nurses, 
nursing aides, welfare officers, transport and sanitation officers) wer 
sent out as required, under the command of the Commissioner, Dr. 
W. J. F. Craig. The British Red Cross members had to contend with 
such diseases as malaria and beri beri, eye troubles, and many othe! 
illnesses, resulting from slow starvation. Treatment had to be givel 
under the most primitive conditions, bandages being boiled after use, 
on primus stoves, and then used again. Among the children, epidemics 
of measles resulted in many complications and the death rate was 
appalling. The decision to withdraw the Commission is consistent 
with the policy of the League of Red Cross Societies, which is to hand 
over to a re-settlement programme once the needs for emergency 
relief have been met and the official services take over. The Society 
is giving all the help it can to the newly formed Jordan Red Crescent 
to enable it to carry on its work with the refugees. Few relief operations 
in history have demanded more of any organisation than this ole 
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en by the League of Red Cross Societies on behalf of the 
refugees. An operation which, at the request of the United Nations, 
was extended on three different occasions beyond the original closing 
date of August, 1949, thus giving the United Nations sufficient time to 

ut a permanent agency in the field, that of the United Nations Relief 
ao Works Agency, under Major General Howard Kennedy of Canada. 


industrial Nurses’ Refresher Course 


THE Birmingham Accident Hospital last weekend held its Annual 
Reunion and Refresher Course for industrial nurses. The reception 
on Friday evening at the hospital was well attended and it was an 
auspicious introduction to a very stimulating series of lectures and 
discussions. ‘These were held at a large house in Moseley, in which 
some of the guests were accommodated. This house, “ Hiver’’, provided 
a delightful sctting for the course, with its spacious rooms and beautiful 
garden. “ The Family—a Social Problem ’’ was the central subject 
for discussion. The session was opened on Saturday morning by Dr. 
Hugh Paul, M.D., D.P.H., who took the chair. Various aspects of 
family life were dealt with by the speakers’ and lively discussion 
followed the talks. The Reverend Leslie J. Tizzard spoke on “ Marriage 
Guidance’. aud the problems which confront those who try to repair 
broken homes. Mrs. P. C. Shapiro, M.A. of Birmingham University 
spoke on * Parents and Children,’’ and Mr. C. E. Garland, Principal 
Probation Officer, spoke on ‘‘ Problem Families.’’ Discussion in 
groups followed in the afternoon. On Sunday a series of clinical snap- 
shots was sbown, exhibiting various conditions met with in industrial 
practice. In the course of comparatively short talks the speakers 
managed to condense their wide and specialised knowledge and 
experience, and provided a stimulus to the thoughts of those taking 
part. Such stimulation cannot fail to be of value in the work of 
industrial nurses in the coming year, during which they will be looking 
forward to the next refresher course organised by the Birmingham 
Accident Hospital. 


Distinction for Northern Ireland Nurse 


Miss M. E. Grey, Secretary and Organizer of the Royal College of 
Nursing in Northern Ireland, is the only woman and nurse to be 
appointed by Dame Dehra Parker, D.B.E., M.P., Minister of Health 
and Local Government, to be a member of the Northern Ireland Local 
Government Officers’ Superannuation Committee under the Local 
Government (Superannuation) Act (Northern Ireland), 1950. It is 
satisfying to the Royal College of Nursing that one of their nurses 
has been given representation, and we hope that Miss Grey will enjoy 
being a member of the committee. 


Nursing School Administration 
Scholarship 


Miss Rosamond Hone, sister tutor at St. Thomas’s Hospital, has 
been awarded a scholarship by the British Red Cross Society. Miss 
Hone is to take the Advanced Course in Nursing School Administration 
at the Toronto University School of Nursing. During the course there 
is ample opportunity given to the students to visit Toronto’s many 
fine hospitals and nursing schools, and visits are also arranged to places 
of special interest for particular students, for example to the 


undertak 


Above : these babies were born at Singapore, where the infant mortality rate 
has dropped to 72 as compared with 8] in 1948, and 130 in 1929 


Metropolitan School of Nursing at Windsor, Ontario. Anyone taking 
this course finds it of absorbing interest, as the tuition is individual, 
and at the end of the year the student writes a thesis on a subject of 
her own choice. We wish Miss Hone a satisfying year at Miss Russell’s 
school. 


German Doctors’ Visit 


FOURTEEN members of the medical profession from Germany are 
spending a few weeks in London studying medical education, on 
a visit arranged by the Foreign Office. The guests are Presidents of 
the Chambers of Physicians in Western Germany, and they have 
visited general hospitals in London, and also the Maudsley Hospital 
and the post-graduate medical school of Hammersmith Hospital. 
They have also studied medical education, examinations and organisa- 
tion. Last week they visited the Royal College of Nursing, and Miss 
L. G. Duff-Grant, R.R.C., President, in welcoming the visitors, said 
that the nurses of this country worked as the colleagues of doctors in 
the ‘ medical team’. Miss F. G. Goodall, O.B.E., General Secretary, 
gave a short history of the College and described part of the professional 
association work done there. Miss M. F. Carpenter, Director in the 
Education Department, outlined the wide post-certificate educational 
work of the College and the visitors were able to see students at work. 
The early records and some of the gifts that have been made to the 
College proved of special interest to the German guests. 


THE OPERATION OF VALVULOTOMY FOR MITRAL STENOSIS 


SURGEONS attempted as long ago as 25 years to relieve the symptoms 
arising from mitral stenosis by a direct attack on the mitral valve 
itself. These early efforts fell into abeyance until recent years when 
advances in thoracic surgery, anaesthesia and after care made the 
prospect, of success worthy of reconsideration. Various groups of 
surgeons have been working on the direct approach, firstly in the 
relief of pulmonary and infundibular stenosis and then for the relief 
of the condition of mitral stenosis. Mr. Brock of Guy’s Hospital, who 
has performed operations on patients with pulmonary and infundibular 
stenosis, has now published, in conjunction with Baker and Campbell, 
reports on his series of patients on whom he has carried out valvulotomy 
for mitral stenosis. The selection of suitable patients for this radical 
operative procedure is difficult. Lack of experience in the field left 
uncertain the factors necessary to make a patient suitable and the 
presence of coexistent conditions—active rheumatism, involvement of 
other valves, auricular fibrillation, right sided failure, regurgitation 
calcification, the myocardial state and pulmonary hypertension had 
to be taken into account, together with the general physical state of the 
subject. Once operative procedure is decided upon it is a question of 
whether a shunt operation (e.g. Blalock’s operation), which is purely 
symptomatic in its aims, would be preferable, for example, with gross 
pulmonary hypertensive changes, or whether the direct approach, 
which to some extent cures the underlying cause, that is, obstruction 
to the flow of blood from the auricle to the ventricle, should be used. 
Two paths of approach to the mitral valve are used, one being through 
the left ventricle, a method having grave disadvantages in that the 
incision has to be more extensive, the position of the heart is disturbed 
to a greater extent than with the alternative approach, the presence 
of the chordae tendinae providing an obstruction to the surgeon’s 


finger and the necessary stay sutures giving rise to greater bleeding 
and arrhythmias with consequent risk of cardiac arrest. With an 
atrial approach, first suggested by Graham in 1922, these risks are 
greatly reduced. The aim of the operation is to widen the atrio- 
ventricular valvular orifice which has become stenosed by rheumatic 
thickening and later by the adherence of the two valve cusps giving 
rise to the classical buttonhole aperture of rheumatic valvular disease. 
Mr. Brock in all of his cases did an anterior thoracotomy through the 
third left interspace. Prior to the incision, in all his latter cases, intra- 
venous procaine was given. The chest is opened and procaine instilled 
into the pericardium and left for five minutes, the sac is opened and 
procaine swabs applied to the base of the auricle; a clamp is placed across 
the base of the auricle, purse string sutures are inserted distal to the 
clamp, the auricle incised, the finger inserted into the cavity of the 
atrium, the clamp being removed; the sutures are drawn tight around the 
surgeon’s finger and thus the blood loss is minimal. The valve is 
split by means of the finger in the long axis of the buttonhole aperture 
and thus the stenosed lumen dilated. The finger is withdrawn, the 
clamp being re-applied and the orifice in the auricle closed with sutures. 
The splitting of the valve, as opposed to the punching out or removal of 
parts of the valve, has the advantage in that it tends to reduce the 
regurgitation, the procedure providing relatively mobile cusps in place 
of the rigid thickened valve. Of the eight patients in the series 
published by Dr. Charles Baker, O.B.E., M.D., F.R.C.P., Mr. Brock, 
M.S., F.R.C.S., and Dr. Maurice Campbell, O.B.E., M.D., F.R.C.P., 
two died; the six cases in which the operation proved successful 
showed a greatly increased exercise tolerance and prospects of useful 
lives. 
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THE WELFARE OF 
THE AGED 


in their own homes 


by H. D. CHALKE, 


O.B.E., T.D., M.A., M.R.C.S., L.R.C.P., _D.PLH. 


Divisional Medical Officer, London County Council 


\ 


REATER attention is generally focussed on the spectacular 
in life than on the unobstrusive, and in medical and social 
events there is no exception. In the past the problems of 

old age have not been given, perhaps, the consideration they 
merited, in the field of curative or preventive medicine. There 
has now been a sudden awakening, as we find that the slowly 
advancing tide has commenced to lap our unsuspecting feet. 
We have discovered that we are becoming a nation of old people, 
and the discovery brings with it new and urgent problems. 


Since the war an increasing amount of research has been carried 
out on the subject of old peoples’ welfare, and more and more 
references to it appear in the medical and lay press. The interest 
was stimulated by the publication of a Nuffield Foundation 
Report, Sheldon’s ‘‘ Social Medicine of Old Age’’, and other 
surveys in different parts of the country, together with the 
setting up of geriatric units in many different hospitals. The 
public health services were not early in the field, but they, too, 
are now interesting themselves in what is becoming a salient 
part of their functions. Much of the work that has been carried 
out has been from the angle of the sick patient in hospital, which 
is closely bound up with the freeing of beds occupied by the 
chronic sick. 


Our interest is in Gerontology, which embraces the broader 
features of the problem of ageing and the aged. In considering 
it, it is as well to remind ourselves of the new doctrine of ‘ positive 
health ’, as distinct from the negative idea of absence of disease. 
It must not be overlooked that even in those who have passed 
middle age, the ideal is the ‘attainment, maintenance’, and 
even ‘enhancement of physical and mental health’, as well as 
the prevention of disease. Our approach must be from the angle 
of the healthy rather than the sick, and there is much to be 
learned. 


The welfare of the old is the concern of a number of agencies, 
both statutory and voluntary, but in whatever direction their 
specific interests tend’ to lie, they must all act in relation to the 
normal environment of young and old alike, which is, of course, 
the home. 


Reasons for the Importance of the Problem 


Towards the end of the last century, five people in every 
hundred were more than 65 years old. To-day the number is 
eleven, and in 30 years it will be twenty. The seven million old 
people in this country are increasing by nearly 150,000 each year. 
It is said that in one household in every six, the occupants are 
over sixty. We are told that two per cent. are in institutions, 
and twelve per cent. live alone. Many old folk are well able to 
look after themselves, and a greater number still can do so witha 
little assistance. Sheldon has shown that many who have left 
80 behind, can frequently cook and do their share of the normal 
work of the house. Whilst we must guard against the mistake of 
automatically placing the aged in the ranks of the immobile 


* Synopsis of a lecture given at a post-certificate refresher course for 
health visitors, Royal College of Nursing. 
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and unfruitful, we should bear in mind that the surest way of 
making them so is to disregard their special needs. 


Longer Expectancy of Life 


One of the causes of the greater proportion of elderly people 
is the low birth rate ; another is the increased expectation of 
life. A female child may now be expected to live for more thap 
65 years, and a male 62, as compared with 48 and 44 years 
respectively in 1900. Factors responsible are, better hygiene ang 
sanitation, and higher standards of living generally, the contro] of 
communicable diseases, personal and environmental health 
services, improved methods of treatment, health education anq 
soon. It is paradoxical that this increased span of life has brought 
with it new problems, which must now engage the attention of 
the medical and social sciences which helped to make them, 

There are other reasons why greater interest is now being shown 
in the welfare of old people. It is said that there is a changin 
social outlook, resulting in a diminished acceptance of family 
responsibilities, and a weakening of home influence. The housing 
shortage is also blamed. It often makes young people, living ip 
unsuitable or overcrowded conditions, unwilling to shoulder 
the extra burden imposed by the presence of aged relatives 
This is not surprising. Again, large numbers of women, who 
would otherwise be free to attend to their wants, are engaged 
in industry or commerce. Sheldon believes that whether or not 
the sense of family responsibility has declined, there is stil 
plenty left. Many of us are finding, though, that it often needs 
stimulating ! The picture varies in different parts of the country, 
the reasons for which require investigation, but the materia] 


Above: many old people who enter hospital are inadequately nourished. 
Facilities like the canteen service shown here, ‘ meals on wheels’, and so on, 
can do much to maintain health in old age 


ones may be the least significant. It is hardly surprising to find 
(viz. Rowntree Survey) that in a London area, the percentage of 
old people living alone is six times as great as in the Rhondda 
Valley. A glance at the records of health visitors, district nurses, 
and home helps, gives confirmatory evidence. Whatever the 
causes, the fact remains that many of the old now find themselves 
unwanted and uncared for, unfed and unwarmed. They come to 
occupy chronic sick beds, or swell the bulging hospital waiting 
lists. 


Agencies concerned with the Welfare of Old People 


The different bodies concerned with this subject must work 
in close collaboration. It will be useful to enumerate some of the 
interested parties :— 

a. The Local Health Authority (National Health Service 
Act, 7946). The duties include health visiting, home nursing, 
domestic help, ambulance services, the loan of articles and 
appliances, recuperative holidays, in some cases chiropody 

'clinics, and, under section 28, the making of arrangements 
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for the prevention of illness and the care and after care of 

the sick. The Medical Officer of Health, sanitary inspector, 
and housing officer, have functions under the public health 
and housing acts. 

b. Local Authorities (National Assistance Act, 7948), 
can make contributions to voluntary organisations for pro- 
viding meals and recreation for old people. They must 

rovide residential accommodation for the elderly, who 
cannot obtain care and attention from relatives or others. 
The accommodation will be a substitute for a normal home, 
and it must cater for different needs. Regard must be paid to 
the establishing of small homes for about 30 people. 

c. Hospital and Specialist Services including in-patient 
and out-patient treatment in geriatric units, physiotherapy, 
occupational therapy, chiropody, convalescence, the al- 
moners’ department and so on. 


d. General Practitioner and Dental Services, (including 
the supplementary ophthalmic service). Here we have a 
vital link in the chain. 

e. Voluntary Organisations include :— 


The National Corporation for the Care of Old People, 
and old peoples’ welfare committees. 


Old people’s housing societies and the King Edward’s 
Hospital Fund, the British Red Cross Society, Women’s 
Voluntary Service, and the Order of St. John. 


The churches, and many junior and adult organisations. 


Their aim is to promote the welfare of the aged by such 
means as the provision of meals in the home and in 
clubs, to provide home visitors to give advice and prac- 
tical help, to combat loneliness, to do the shopping, to 
accompany out-patients to hospital, and to bring to the 
notice of the statutory authority cases in need of further 
attention. 


Making the ‘ Chronic Sick’ Fit 


Whilst our primary concern is with the healthy, there is a 
great deal to be learned from the pioneer work done in hospital 
geriatric units, where it was found that very many of the “‘ chronic 
sick’ could be put on their feet again. A number were made fit 
to go home, provided they had suitable homes to go to. When 
necessary they may attend as out-patients to see the doctor, 
physiotherapist, occupational therapist or chiropodist. They 
may need a companion for the journey, and public transport is 
not always suitable. 


Some Revealing Facts 


The situation is illustrated by the following details from 
reports of investigators in different parts of the country. 
Dr. Marjorie Warren replaced 700 ‘ stagnant’ beds by 200 with 
a turnover. Of 400 bedfast patients in Manchester, about half 
were likely to benefit by treatment. In Belfast many of the 
‘irremediables’ became ‘ remediable’. A survey of 1,000 
Birmingham patients showed that 600 were fit for discharge to 
their own homes or to other institutions, where they would need 
little more than ordinary domestic care. Even patients with new 
growths, such as inoperable cancer with a colostomy, are much 
happier at home ‘“‘ among their old friends and associations, than 
lonely and frightened in a ward of sick and dying ’’. : 

_ These facts are a challenge to us to see that suitable accommoda- 
tion, with proper care and attention, is available for those whose 
osc future would otherwise be bounded by the walls of a chronic 
ward. 


Mental Changes 


Brief mention must be made of the mental changes which may 
accompany advancing years. From our point of view, this sub- 
ject is well summarised in the following extract from a report of a 
conference of the Liverpool Medical Society for the Care of the 
Elderly (The Lancet, May 14, 1949)— 

The type of mental illness is modified, not only by the original 
character, but by loneliness, dependence on others, physical 
disability and, above all, loss of self-esteem—not an easy thing to 
recover at any age. Long rest in bed does not help either the mind 
or the body ; for the body it means loss of power... . for the mind 
apathy. 

Cicero said much the same sort of thing 2,000 years ago. He 
wrote that the old retain their wits, provided their earnestness 
and energy lasts, and that peevishness and irritability—faults 
of character, not of age—are excusable to some extent in those 
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who fancy they are being neglected, despised and ridiculed. 
Moreover, in the case of a frail body, every offence is annoying. 

These remarks indicate some of the ways in which this aspect 
of the problem should be approached, and they suggest preven- 
tive measures to be adopted in the home. 


Housing Requirements 
Regard should be paid to the following points :— 
1. The use of ground-floor flats and bungalows, suitably 
designed to meet the special requirements of old folk. Special 


Above : although separation of old people from the rest of the community 
causes a sense of isolation and is not recommended, many elderly persons look 
forward to the social gatherings which are organised in their district 


communities are to be avoided : the small group is preferable. 

2. The locality should not be remote from old companions 
and associations, or from shops, clubs and transport. 

3. All possible measures must be adopted to prevent 
home accidents, which have a high incidence and a heavy 
mortality rate in the old. Burns and falls are commonest, 
predisposing factors being poor sight or hearing, rheumatism, 
general feebleness and foot defects. Unsuitable homes, where 
the lighting is defective, the stairs steep, the floors slippery 
and the carpets worn, increase the risks. Unguarded coal, 
and portable electric fires are a menace. Health visitors 
and others have a special duty in the reporting of such 
defects, and in education and propaganda. The posters and 
pamphlets issued by the Royal Society for the Prevention of 
Accidents, are of great use. 

4. Homes and hostels must not be allowed to degenerate 
into the very unsatisfactory institutions of the past. Those 
who enter these homes, ought to be permitted to take their 
treasured personal possessions, and a little furniture with 
them This counteracts the effects of removal to a strange 
environment, and helps to preserve individuality. 


Our Responsibilities with regard to Home Care 

A large, but undertermined, number of old people require help 
in their homes, which may be supplementary to, or in place of, 
that given by relatives or friends. If it is lacking, needless 
physical and mental deterioration may follow. For those who,, 
through neglect, haye found their way to the hospital ward, and 
can be made fit for discharge, every effort is necessary to ensure 
that they do not again suffer from want of attention. All available 
resources have to be mustered. Co-ordination of effort is best 
made at a ‘control centre’, established by the old people’s 
welfare committee, the local health authority, or a joint body. 
It will serve as a registry of old people who want help, an informa- 
tion centre, and a means of maintaining a two-way liaison between 
hospitals, the local authority, general practitioners, the national 
assistance board, and the various voluntary workers (including 
religious bodies). 


Inadequate Nourishment 
It is unpardonable that many old people who enter hospital 
should be grossly undernourished, through their inability to. 
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shop and prepare meals. Dinner clubs and meals-on-wheels 
services are being extended, but they are still inadequate. An 
ideal service provides a dietary balance suitable to the needs of 
those it caters for. One of the functions of the home help is to 
shop and cook. 

The ‘ over 65s’ are usually capable of much useful work, to 
the benefit of themselves and the'State. This is a matter for a 
national adjustment of our ideas. The volunteer visitor, young 
or old, who reads, or helps with some light home industry, the 
occupational therapist in the home or out-patient department, 
old people’s clubs with their companionship and entertainment, 
mobile libraries, all have a place in this aspect of the welfare of 


old people. 
The Health Visitor 


‘The personal health services which, in the past, have bestowed 
most of their attention on those in the early years of life, have now 
to broaden their sphere of activity. Thus, the health visitor is 
no longer concerned only with the expectant mother and young 
child, neither is her health and educational work confined to these 
groups. The wide knowledge she has of the families in her area, 
places her in a key position with regard to the domestic diffi- 
culties and problems of old people. Her approach, with that tact 
and forbearance needful in dealing with the idiosyncracies of 
the old, is not infrequently more acceptable than that of friends 
or relatives. Her relation to the general practitioner is that of the 
domiciliary visitor, and he should be encouraged to make full 
use of her services. The part played by the home help is becoming 
progressively prominent. Those who are chosen for this work 
require special qualities of sympathy, cheerfulness, and honesty. 


THe PEOPLE 


from the Health Visitor's Point of View 


ITH the introduction of recent, but no longer new legis- 
lation, the health visitor’s field has been widened and 
consequently her duties —the type of work she has to do 

and the people with whom she must now concern herself—are 
no longer confined to the very young. Strictly speaking, although 
in the past the health visitor’s statutory duties confined her to 
the care of nursing and expectant mothers and children up to 
the age of 5 years, she was unofficially, in many cases, concerned 
with the whole family. This was unavoidable, because many of 
the problems confronting the health visitor could not be solved 
by dealing with the one particular member of the family, but 
only by dealing with the family as a unit. In a lesser way then, 
the concern with the adult and the family as a whole is not new 
to the health visitor. What ?s new, is that she is now officially 
recognised as the person concerned with the domiciliary care of 
the whole tamily. 


Whom do we include in the family ? Father, mother, children 
of pre-school age, children of school age, and grandparents. 
It is the latter group-—the old people (although not necessarily 
grandparents) with whom I am concerned in this article. 


The Health Visitor’s Position 


Let me stop, before going on to deal with the actual care of the 
aged, to consider first one question. Why should the health 
visitor be called upon to visit and arrange for the care of old 
people ? I can find four good reasons. (i) She is already a well- 
known figure in her particular area. (ii) If she is engaged in 
doing combined duties—-health visiting : school nursing : tuber- 
culosis visiting—then she will be known personally to many 
families and will have gained their confidence. (iii) She is a 
person well fitted, by reason of her training and experience, 
to deal adequately with the problems of human beings. She has 
the advantage of having studied them in sickness and in health 
and is capable of looking at their problems from all angles. (iv) 
By the expansion of her duties to this branch, she is helping to 
eliminate what was tending to become an ever increasing number 
of visitors to the home. 


It is not reasonable to expect a family to be subjected to a string 
of visitors—one to visit the expectant mother, another to visit 
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They often do much more than their duties strictly demang 
becoming friends as well as helpers. Male helpers are of yse 
particularly in dirty homes, but their work is often hampered by 
an unnecessary prejudice, which has to be overcome. The washing 
of personal and bed lnen—which the home help cannot by 
expected to undertake—is a matter which is now engaging the 
attention of many local authorities. 

Like the home helps, district nurses—male and female—giye 
a great deal of time to the treatment of the aged sick. They shoulg 
receive increasing assistance from voluntary workers, who may 
be able to visit homes in the evenings. lKecuperative holidays 
as distinct from convalescence, may be provided by the health 
authority. Old people are not to be overlooked, neither, indeed, 
are the daughters who give all of their time to the care of their 
old parents. 

The whole subject provides opportunities for necessary ip. 
vestigation and research, to which you, who are the field-worker; 
of our service, can make valuable contributions. 


Conclusion 


In considering the welfare of old people, the principal viey. 
points must be the home and home-life. Those whose concern it is 
both the paid and the unpaid, have no easy task. They should 
be guided by the principle that— 

Old age is wretched tf tt has to defend itself with an apology: 

and its worst feature is, that it makes those at that season of 

life feel that they are troublesome to others. (Cicero). 
* * * 

(The London County Council accepts no responsibility for the 
author's statements or opinions). 


by E. W. SOWERBY, S.R.N., S.C.M, 


Superintendent of Health Visitors 


the baby, another who calls because Mary is not wearing her | 


spectacles in school or because she has a verminous head, another 


because father is suffering from pulmonary tuberculosis and yet | 
another to enquire into the accommodation of grandpa, aged 84 | 


years ! Such a sequence is not only unreasonable, but amounts 
to an intrusion upon the privacy of family life and should be 
avoided at all costs. 


Old People 


Who are the old people ? Just anyone, usually over the age 
of 6V or 65 years, although age is not always a reliable guide 
(one is only as old as one feels 1s more truthful) living alone, in 
rooms, or with relatives, whether they be in good health, acutely 
ill, or chronically sick. How does the health visitor become 
aware of the old people and their problems ? There are various 
channels—(i) through the daily contact in her duties, (ii) the 
general practitioners, (iii) neighbours, (iv) members of the clergy, 
(v) the National Assistance Board, (vi) relatives and so on, 


So farso good. Now we arrive at the point of solving the prob- 
lems of the aged. In order to do this I would prefer first to 
classify the aged according to their particular needs and then 
later deal with the methods of how those needs can be best met. 
As I can see it the aged can be divided into 3 main groups :— 


‘. Those who can continue to live in their own homes. 
II. Those who require hostel accommodation. 
IIf. Those who require hospital accommodation. 


Group I. 


Statisticians tell us that by far the greatest number of elderly 
people are living independent lives in their own homes. Here 
then is the field for the domiciliary services. Some old people 
are, of course, very active in spite of age and require little, other 
than friendly visits, someone to do the shopping in bad weather, 
or to change a library book, and so on. These acts of kindness 
are usually done by neighbours as a matter of course, or by visitors 


(Continued on page 613) 
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THE SURGERY OF CONGENITAL ABNORMALITIES 


OF THE HEART AND GREAT VESSELS 
by ANTHONY PARKER, M.B., B.S., 


Lately of the Thoracic Surgical Unit, the Middlesex Hospital, London 


4.—Specific Disease Entities: Pulmonary Stenosis and Fallot’s Tetralogy 


(Articles 1, 2 and 3 of this Series of four articles by Dr. Parker appeared in the three previous issues of the Nursing Times) 


T is intended in this article to discuss two specific disease 
] entities, namely—Fallot’s Tetralogy and Pulmonary Stenosis. 
These two conditions are not synonymous, because though 
pulmonary stenosis is one of the essential components of Fallot’s 
Tetralogy, it can occur as a separate entity combined usually 
with a patent foramen ovale. However, beyond the facts that 
pulmonary stenosis, not associated with Fallot’s Tetralogy, is 
relatively uncommon and its ill effects less marked than a true 
Fallot’s, it is unnecessary to discriminate between the two 
conditions. Although the circulatory anatomy differs, the 
physiological and clinical effects are the same, and, in the present 
state of knowledge, the surgical treatment identical. 


These cases constitute the classical blue babies and it is the 
Blalock-Taussig operation designed primarily for their relief, that 
has led to the present widespread surgical interest in congenital 
heart disease. 3 


I. THE CIRCULATORY ANATOMY OF FALLOT’S TETRALOGY 


Unlike patent ductus arteriosus, which is produced by arrest 
of a normal developmental process, and the perpetuation into 
post-natal life of a state of affairs normal to the foetal circulation, 
Fallot’s Tetralogy constitutes an example of abnormal develop- 
ment with malformation like congenital abnormalities elsewhere 
in the body. 


Reference to an earlier section of these articles will recall that 
the separation of right from left heart, and pulmonary artery from 
aorta, is brought about by the growth of septae from the walls 
of an originally single tube, and that the final fusion of these 
septae takes place in the region of the pulmonary and aortic 
valves, where the pulmonary artery and aorta arise from the right 
and left ventricles respectively, (see page 525, May 20, figs. 2 
and 3). 


Imagine now that part of the septum arising between the 
pulmonary artery and aorta, instead of meeting and fusing with 


the interventricular septum in the midline, deviates to the right 


immediately above the normal point of fusion and fails to reach 
the ventricular septum at all (fig. 5). It is seen that the following 
conditions are produced : 

(a) There is stenosis or narrowing of the pulmonary artery in the 
region of the pulmonary valve. 

(6) There is a communication between the right and left ventricles 
through the upper end of the interventricular septum. 

(c) The aorta, instead of arising entirely from the left ventricle, 
arises in part from both ventricles—-this is called overriding of 
the aorta. 

These three conditions constitute three of the four components 

of Fallot’s Tetralogy. The fourth factor (referred to below) is 


that of right ventricular hypertrophy. Thus Fallot’s Tetralogy 
consists of : 


(4) Pulmonary stenosis. 

(6) Patent interventricular septum. 
(c) Overriding of the aorta. 

Right ventricular hypertrophy. 


Il. THE PHYSIOLOGICAL DISTURBANCE 


(1) The pulmonary stenosis, acting as a mechanical barrier to 
the passage of blood, limits the total possible pulmonary circula- 
tion in a given time, so that there exists a condition of deficient 


Figs. 


pulmonary circulation for the demands of exercise or even, in 
extreme cases, the normal resting bodily requirements. 


(2) The patent interventricular septum and, more especially, 


the overriding aorta, constitute a direct communication between 
the right ventricle and the systemic circulation. 
portion of the blood driven from the right ventricle, unable to 
pass the barrier of the pulmonary stenosis, takes this alternative 
route and a right to left shunt results. 


A large pro- 


(3) The right ventricle, having to pump against the abnormal 


Below: diagrams illustrating deviation of part of the septum to the right 


above the normal point of fusion 
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resistance of the pulmonary stenosis and maintain its quota of 
supply to the systemic circulation in competition with the left 
ventricle (in order to prevent back flow and consequent congestive 
cardiac failure), undergoes compensatory hypertrophy, and, in 
the later stages, dilatation and failure. The left ventricle, having 
a comparatively small blood return from the lungs to deal with, 
is relatively under-developed. 


In pulmonary stenosis, not associated with Fallot’s Tetralogy, 
roughly the same physiological disturbance is encountered, the 
right to left shunt in these cases, however, occurring between 
the atria through the patent foramen ovale. 


The phenomena encountered in the diagnosis and assessment 
of pulmonary stenosis cases are explicable in terms of the above 
derangements of circulatory physiology, as will be evident 
from the earlier sections of these articles. 


ASSOCIATION OF FALLOT’S TETRALOGY WITH OTHER 
CONGENITAL ABNORMALITIES 

Some of these associations are of importance, either in the 
course of the disease itself, or in its assessment from the point of 
view of operative approach, and only these will be mentioned. 


(a) With Patent Ductus Arteriosus 


This is one of the instances where patent ductus exists as a 
compensatory mechanism to another congenital abnormality. In 
Fallot’s Tetralogy, the duct, a communication between aorta and 
pulmonary artery beyond the site of pulmonary stenosis, acts as 
a left to right shunt, conveying a certain amount of additional 
blood from the aorta to the lungs for oxygenation. The blood 
so conveyed, consisting of an admixture of fully oxygenated 
blood coming from the lungs vza the left ventricle and reduced 
or venous blood coming from the right ventricle via the septal 
defect—that is to say, the systemic arterial blood of the particular 
case concerned—is already considerably saturated with oxygen, so 
that the amount of oxygen it can take up per unit volume is 
appreciably less than that taken up by such pure venous blood as 
manages to pass to the lungs from the right ventricle via the 
stenosed pulmonary valve. In other words, the total oxygen 
intake for a given volume of blood delivered to the lungs is less 
than in a comparable case in which the total pulmonary blood 
supply passes through the pulmonary valve, the value of the 
compensatory mechanism lying only in the fact that by its means 
a greater volume of blood can be sent through the lungs in a given 
time. The compensatory mechanism is thus inefficient, but 
better than nothing. 


In actual fact, a patent duct and left to right shunt combined 
with a Fallot’s is usually small, not of great importance, and 
seldom appreciable diagnostically, but the above explanation 
is given in detail because the same principles are applicable to 
the artificial left to right shunt produced by Blalock’s and other 
operations. 


(b) Right Sided Aortic Arch 


In the normal patient the aorta, passing backwards to the 
right of the pulmonary artery next directs its course to the left 
of the mid-line and descends the posterior wall of the thorax to 
the left of the vertebral column. 


In at least one-third of the cases of Fallot’s Tetralogy, the 
aorta, instead of arching back and descending on the left, does so 
on the right. This may modify the decision as to the side on 
which operation should be carried out. 


(c) Dextro-cardia or Situs Inversus 


The normal side to side relationship of the heart chambers and 
great vessels is reversed, constituting a mirror image of the 
normal Fallot’s. 


Not only does this influence the decision regarding the best 
side for operation, but situs inversus is almost invariably 
associated with severe degrees of Fallot’s Tetralogy, and with 
variations in the more detailed anatomy of the great vessels at 
the root of the neck, making operation more hazardous and 
technically difficult. 


\V. COMPLICATIONS OF PULMONARY STENOSIS 
Once again, the most important of these are subacute bacterial 


stenosis. 
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endo-carditis and congestive cardiac failure 
dilation. 
Death occurs usually from one of these, i ercutrent infection 
or, very frequently, from asphyxia during ohne of the cyanotig 
attacks that constitute a feature of the disease. | 


V. CLINICAL FEATURES AND INVESTIGATION 


Cases occur in all grades of severity. any™infants are stil}. 
born, many more die in the first few months of life. A proportiog 
survive to an older age, but, if not operated on, very few liye 
beyond the middle twenties. 


Even in the milder types, cyanosis and dyspnoea are noteg 
within a month or so of birth and usually become gradually moge 
marked over the first two years, though remissions are quite 
common. Squatting is usual in children, and there are frequen 
episodic attacks in which cyanosis and dyspnoea are extreme, and 
during one of these death may occur. The attacks may be brought 
on by overexertion or emotion, but frequently appear to have 
no precipitating cause. As the patient grows older and learn 
to limit his ‘activity to his capacity, or, possibly from relatiyg: 
lessening of the severity of the disability, these attacks ceagg. 
and are not usually a prominent feature beyond the age of 5 yearg, 


with right ventriculgs: 
lai 


Physical and mental retardation may be noted early in the 
disease, but actual physical deformities are seldom much in. 
evidence before the age of four or more. The physical deformities 
once present, are frequently progressive. bs 

Exercise tolerance varies enormously. Some patients may be 
able to walk up to a mile, others only a few yards. Other case 
are so severe that some degree of dyspnoea may be noted at regg 
Not unnaturally, the severer grades of disability are mom 
frequently found in children, because the severer the disease, the 
less the expectation of life, and patients with dyspnoea at rest. 
usually die before the age of four or five. : 


Cyanosis does not necessarily bear any relation to the dyspnoea, 
and the degree of one is of little value in assessing the degree of 
the other. As has been already pointed out, this is because each 
is principally due to its own main underlying cause, both causeg’ 
operating in the same patient—viz.: the right to left shunt 
associated with the size of the patent interventricular septum 
and the degree of overriding of the aorta, and the deficient 
pulmonary blood supply associated with the degree of pulmonary ° 


Further examination reveals :— 


(1) Clubbing of the fingers and toes of varying severity, but usually é 
well marked. ; 


(2) A heart possibly enlarged clinically to the right with normal- 
heart sounds plus a harsh systolic murmur, usually in the third 
left intercostal space, considerably lower than the full cycle 
murmur of a patent ductus arteriosus. ae 

(3) A haemoglobin of up to 200 per cent. (normal 100 per cent.) and. 
packed cell volume of up to 90 (normal 45). The arterial oxygen — 
saturation is usually in the region of 75 per cent. of normal. — 


Electro-cardiograms show fright’ ventricular hypertophy, © 
confirmed by the size and shape of the heart on X-ray and 
screening, which also demonstrate the position of the aortic, 
arch and give a fair indication of the degree of pulmonary 
circulatory deficiency and the general circulatory anatomy to be: : 
considered. 


Cardiac catherisation shows the raised right ventricular 
pressure, and, if the pulmonary stenosis can be passed by the” 
catheter, the low pressure in the pulmonary circuit. Poor” 
pulmonary blood supply and the presence and degree of a right 
to left shunt may be confirmed by angio-cardiography. These’ 
last two investigations, especially angio-cardiography, are only. 
employed in a minority of doubtful cases. ; 


VI. SURGICAL TREATMENT OF PULMONARY STENOSIS 


Opinions differ in this respect, but it is generally considered ~ 
that the optimum age for operation is between 5 and 7. Older 
patients have a tendency to a more stormy post-operative coursé, 
and younger ones present technical operational difficulties 
because of the size of the structures concerned. It may, of course, — 


(Continued on page 609) 
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The Nursing Care of 
‘BLUE BABIES ’ 


Children with Fallot’s 
Tetralogy 


by M. E. STONE, S.R.N., Ward Sister, 
The Middlesex Hospital Thoracic Unit 


Ty EFORE discussing the care of blue babies after operation— 
it is necessary to give some time and consideration to the 
pre-operative care and understanding of these children. 


Blue babies are problems of many years’ standing, which have 
pnly come to light in the past few years. They come from rich 
and poor families, but usually from small families, where they 
iave been a great anxiety to the parents and have had all possible 
are and attention bestowed upon them. The mothers have 
Hevoted their lives to them, which naturally makes the parting 
arder, when they come to hospital. 


™ The children can be divided into two groups: those sociable 

Mind eager to make friends, and those very reserved and timid. 
@n many cases the intelligence is in advance of the child’s years, 
he child having been so much in contact with adults only, due 
o its condition and the constant care required. In other cases 
he intelligence is very much retarded. The combinations of 
he above make-ups vary in each individual case. 


Wherever possible the child should be in the ward with the 
mpther children, a week to ten days prior to operation. This ‘is 
apo that the nursing team may get to know the “ little individual ”’ 
nd gain his confidence and make him feel at home and become 
amiliar with the surgical staff, physiotherapists, the daily 
outine of the ward and the various tests which are performed. 
men light nourishing diet should be given with plenty of fluid, 
Mend frequent drinks. 


The routine investigations may include the following :— 


hest X-ray: a barium swallow and 
screening 

me-ocaine sensitivity test 

mA ngiocardiography 

my ital capacity 

lood Count : haemoglobin estimation ; 
blood grouping and Rhesus group 

hotographs of the child and any 
chest deformity 


m™ Pre-operative investigations having 
mpeen completed and the child settled 
mappily into the routine of the ward, 
mpreparations for operation then com- 
menence. A bath is given at bedtime, 
mhe skin being well washed with an 
mentiseptic, such as Cetavalon, and a 
moss in gentian violet is placed on the © 
mhoulder, on the side which is to be 
mpperated. This is nearly always the 
eft side. 


A glucose drink is given last thing 
at night and a sedative in some cases, 
th nothing further by mouth. 


Blue babies on this particular unit 
Bo to the theatre early in the morning, 
30 that the pre-medication is due soon 
gafter awakening—(Atropine gr. ,35 and 
cpenthe minims 7-10, and in some 
«rectal avertin, given in the 
anaesthetic room). A course of 
F’rocaine Penicillin is commenced and 
piven twice daily in large doses. At 
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the approach of the theatre trolley the children willingly proceed 
for “‘ their sleep '’ as they call the operation. 

The anaesthetic is of the utmost importance and a brief outline 
of the method used, will help in understanding the most important 
post-operative treatment of these cases. Due to the fact that 
one side of the chest is open throughout the operation, controlled 
respiration is essential. This is achieved with Pentothal and 
curare. A cuffed oral endotracheal tube is passed and a 50/50 
mixture of nitrous oxide and oxygen is used in a semi-closed 
circuit with carbon dioxide absorption. A very slow intravenous 
saline drip is set up and is continued throughout the operation 
in order to provide an easy means of injecting the Pentothal and 
curare. No blood is given except in an emergency. The post- 
operative bed is prepared and warmed in the usual manner, and 
the following equipment is prepared :‘ 

Reins tied to the end of the bed to enable the child to pull 
itself up and help with its own movements; 

A covered wooden foot support, with slings of crepe 
bandage attaching it to the top of the bed, instead of a 
knee pillow; the crepe bandages give a spring to the support 
and promote good muscle tone in the legs; 

Eight inch blocks to raise the foot of the bed; 

An underwater seal container to allow air and effusion to 
drain from the pleura and so allow the lung full expansion: 

A drip stand; 

Portable oxygen carrier to fix to the head of the bed and 
plastic mask for the administration of oxygen on the journey 
back from the theatre to the ward; 

Oxygen tent in readiness; 

Hot water bottles as the electric blanket cannot be used 
with the oxygen tent, in case of fire. 

The following articles are placed on the locker :— 

Post-anaesthetic tray; 

A special chart ruled and ready for the charting of 
observations and the pulse and respiration rate; 

sputum pot; 

Water in a feeder with a straw; 

Gauze for wiping the mouth and cream for the lips. 

A theatre orderly will come for the prepared bed and the 
oxygen tent is turned on and flushed ready for use. 

The patient is brought back to the ward by the staff nurse 
and theatre orderly, oxygen being administered by the portable 
apparatus. On being received in the ward the child is placed 


in the oxygen tent in a tonsillectomy position and the foot of the 

bed is raised on 8 inch blocks. 

if necessary by hot water bottles used with great care. 
(Continued on page 608) 


Additional warmth is supplied 
The 


Above: the portable oxygen equipment which can be hooked on to the bed as the patient 1s 
wheeled back from the theatre. Sister is holding the plastic face mask 
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Above : studying the X-rays: these are essential for 
the diagnosis of the exact underlying condition causing 
the symptoms of a congenital heart abnormality, and for 
5. 3 the assessment of the possibilities of operation. The 
X-ray on the right is of the radio-opaque barium swallow 
which is helpful in demonstrating the configuration of the Above: an tak 
heart aid to diagnosis Bel, 


BEFORE OPERATION 


Above : ten year old Brian is brought to the Middlesex Hospital 


London, by his parents. Brian was thought to be a probable case . 
of Fallot’s tetralogy, which can now be successfully treated by SU RG ICAL TREATM EN J 


operation 


AND AFTERWARDS 


Below : Brian goes home 17 days after the operation was performed se g j es of p i ct U res S h owl Ng | < 


—vastly improved 


POST-OPERATIVE CARE 


The patient is usually allowed up on the third day and the stitches are remowgent 
picture below on the left shows the scar of the usual incision made fra! 


Above: ten days after operation. Brian is_ main- Above : the patient in @ ter 


taining a good posture with the aid of a mirror and 
the physiotherapist’s teaching 


theatre. A nurse spegchi 
stages Hove 
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electroagtaken: while not an essential 
diagnosis helpful in certain cases Above : the physiotherapist assesses the patient's vital 

capacity. This is a routine investigation in all cases for 
thoracic operation, as a close observation of lung function 


is required both before and after operation 


IENIDR FALLOT’S TETRALOGY 
g turamatic recovery of a ‘‘blue baby ”’ 


Top right and right: breathing and arm exercises, and 
ARE attention to posture are an essential pre-operative require- 
ment. The physiotherapist undertakes this treatment through- 


2s are remopenth day. The out the patient’s stay in hospital, both before and after operation 


1sion made feration 


Below: in the operating theatre. Anaesthesia 1s | 
being administered from a Boyle's machine through 
an intratracheal tube 


tient intent on return from the 
vse ‘spem@child during the critical 
stages @overy 


Above : a close-up of the operation field 


; 


: 


underwater seal is connected to the drainage tubing. Respirations are 
noted and watch is kept for any excessive oozing or drainage (the normal 
The colour of the child is charted and all 


is about 2 oz. in twelve hours). 


Above: on the day after operation the child, well supported by pillows, is 
encouraged to cough and expectorate 


J 


Above: movement is encouraged and the reins tied to the rail at the foot of 
the bed are a great asset 
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Left: the underwater seal is essential for drainage. Sister nguge 
the fluid level to measure the amount of drainage a:id sees that 
the level is swinging udequately, which shows that the respirations 

are satisfactory 4 


Below: the bed 1s arranged with a light wooden joot-suppagm 
covered with warm material and tied to the head ot the bed 
crepe bandages encouraging movement and improving muscle tame 


further changes are recorded. The pulse (temporal) and respira) 
tions are charted at regular intervals. The pulse is taken at the 
temple as at the operation the subclavian artery is cut and m 
radial pulse can be felt on the side of operation. 


Consciousness is regained about twenty minutes after 
the return to the ward. The child is usually restless for a time 
after which a pillow is placed in position and the child settle 
down to sleep, thus facilitating observations and charting. 


As soon as possible after this the child is sat up and well} 
supported by pillows, the foot of the bed remains on blocks unt 
late evening, to help to keep the patient upright in bed. Coughing 
and movement is encouraged. Water is given at first througha 
straw, until the child is sucking. <A feeder is then substituted, 
fluid intake is encouraged. 


The oxygen tent is discontinued approximately six hours; 
post-operatively and stays by the bed until the following morning 
when it is removed. Sedation of the child is not usually necessargg 
until the evening when codein with chloral or nepenthe may be3 
given—to relieve pain and encourage sleep. . 


First post-operative day. The child is now sitting up in bef 
well supported by pillows and is encouraged to move about and 
pull himself forward with the help of the reins. He must be alsg 
encouraged to cough and expectorate. In the under fives thi] 
is very difficult as they swallow anything they cough up. : 


A journey to the X-ray department takes place at 9 a.m. Ing 
staff nurse helps the child into a wheel chair and accompani¢y 
him to the department—taking a sputum pot in case the child ha 
a productive cough on the way. On returning to the ward® 
sedative is given (usually codein) followed by an inhalation 
tincture of benzoine by means of a Nelson’s inhaler, after whici} 
the physiotherapist supervises breathing and arm movements, 


The underwater seal is discontinued at the end of twenty-fouf 
hours, and the tube is removed and a firm dressing applied, unless 
there is any contra-indication. The removal of this tube givé 
greater freedom of movement, which is encouraged at all times, 
and on the second day the child gets out of bed for bedmakingj 
in the evening. By the third or fourth day the child should 
walking round the ward and playing in a fairly normal manney 
Progress continues from day to day. 


The stitches are removed from the thoracotomy suture ling 
on the 5th to 7th day, depending upon the healing powers of the 
individual child. Some of these children heal very much mor 
slowly than normal. When the time comes for the child to g@ 
home, (usually about two weeks after operation), a familiar scene 
is enacted. The child, happily walks forth and often meets the] 
next ‘ Blue Baby ’ being pushed into the ward. ! 
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: to operate at a younger age because of the risks 
volved by leaving the severer cases untreated, and, at the 
esent time, there are still patients in older age groups 
ssenting themselves for the first time. 


Principles of Operation 


All operative procedures, no matter what their type, are 
ed primarily at improving the deficient pulmonary blood 

pply, and no attempts are being made, in the present state of 
mowledge to cure the septal defects and overriding aorta. 
hus, improvement in exercise tolerance is more constant and 
nore marked than improvement in cyanosis. 
The types of operation employed at the present time fall into 
nree categories : 
) PULMONARY VALVULOTOMY 

The principle of this operation is to enlarge the stenosed valve 
by one of a variety of technical procedures. The principle of the 
operation is fundamentally sound and it provides the most complete 
restoration of the normal anatomy as yet attempted. However, 
the technical difficulties are great, cardiac arrest of common 
occurrence, and the mortality at the moment is high, so the operation 
has not yet become established 


THE SHUNT OPERATIONS 

The aim of these operations is to provide a left to right shunt from 
the systemic arterial circulation to the pulmonery arterial circulation. 
There are two chief divisions of the shunt operations : 

(i) The Blalock-Taussig Operation—in which a systemic artery, 
usually one or other sub-clavian, is divided across at some distance 
along its course, the distal and ligatured and the proximal end 
anastomosed to the side of the appropriate pulmonary artery, the 
latter being undivided. The cutting off of the normal sub-clavian 
arteral distribution seems to lead to practically no ill effects. 

(ii) Pott’s Modification—in which the aorta and pulmonary 
artery are anastomosed side to side, neither being divided. 

Of the two, Blalock’s operation is, on the whole, more satisfactory, 
and carries a lower mortality, because it avoids interference 
with the aorta, but both operations are interchangeable, from a 
functional viewpoint and the detailed circulatory anatomy in 
any particular case may lend itself to one whilst rendering the other 
impossible. 


Advantages and Disadvantages of the Shunt 


Operations 


The function and value of the shunt so established has already 
pen described in the section on Fallot’s Tetralogy associated 
ith a patent ductus arteriosus, the shunt produced at operation 
Bpnstituting an artificial patent ductus. 
It was pointed out in the same place that one of the dis- 
ivantages of a compensatory left to right shunt, was the 
efficiency of its action because of the comparatively high oxygen 
turation of the blood it sends to the lungs. In theory, this 
efficiency should be compensatable by making a sufficiently 
ge anastomosis but, in practice, the maximum size of the 
hastomosis that can profitably be used is limited. This is 
Pcause the heart has to maintain a certain minimal blood 
pply to the systemic circulation and the larger the anastomosis 
hd the more blood passed through it, the harder and faster does 
e heart have to work to keep up the same degree of systemic 
apply beyond the site of the anastomosis. The final result of 
ich continued overwork is inevitably cardiac failure (both right 
nd left ventricular in this case, because of the direct com- 
unication of the aorta with both ventricles) so that in practice 
iS necessary to strike a happy medium between the need to 
crease the pulmonary blood supply and the need to avoid over- 
ading the heart. The optimum size for the anastomosis, in fact, 
amazingly small, and consequently difficult to judge at 
peration in any particular case, so that in severe cases, especially, 
hough exercise tolerance is very greatly improved, it does not 
y any means compare with that of a normal person. 


Summarizing the above factors, it can be said that successful 

peration produces : 

(4) a marked but variable improvement in activity and exercise 
tolerance; 

b) an extremely variable effect on cyanosis; 

a marked but variable effect on clubbing, haemoglobin percentage 
and packed cell volume; 


SURGERY OF CONGENITAL ABNORMALITIES OF THE HEART 


(Continued from page 604) 


(2) usually an arrest of developing physical abnormality and improve- 
ment in any mental backwardness. ™ 


Operative and Post-Operative Complications and 
Risks 


Cases of pulmonary stenosis are poor operative risks, and the 
greater the severity of any particular case and consequently its 
need for operation, the worse operative risk it is. This general 
unfitness for operation is, of course, the result of the functional 
disorder, a fact of practical importance in that those cases in which 
operation is attempted.and fails, still labouring under the effects 
of their initial functional disability, do worse immediately post- 
operatively than those whose functional disability has been 
mitigated by the establishment of a successful anastomosis. 


Of the operative and post-operative complications already 
mentioned in the general section on treatment, the important 
and dangerous ones in the shunt operations are: | 

(1) serious intrapleural haemorrhage from one of the divided or 

opened vessels or the anastomosis; 

(2) cerebral haemorrhage or thrombosis. 


Cardiac arrest and irregularities are not so much to be feared, 
as intrapericardial manipulation is usually slight. 


One additional, though rare, complication peculiar to the 
shunt operations is thrombosis and occlusion of the anastomosis, 
which puts the patient back where he started. 


The mortality of the shunt operations, though originally 
rather depressing, is now well within reasonable limits in 
experienced hands, that for Blalock’s operation probably not 
exceeding 5-10 per cent. 


Long Terms Results of Operation 


As these operations have been in existence for such a short 
time, long term results are unknown. As the average case, 
operated on about the age of 5-7, could otherwise be expected 
to live until the age of 20 or more, another 10 or 15 years will 
pass before reliable statistics on the expectation of life of operated 
versus non-operated cases are available. 


Further, though operation aids the dyspnoea of pulmonary 
stenosis, there is neither theoretical nor practical evidence of any 
great weight to show that the other two great causes of death, 
endo-carditis and cardiac failure, are likely to be rendered any 
the less of a problem. Cardiac failure, indeed, as has been 
indicated above, may occur as the direct result of operation, and 
may become an even magre common mode of death. The only 
thing that can be said is that the benefit to the body as a whole 
from the improved tissue oxygen supply is a very real thing and 
possibly of far reaching consequences. 


(C) THE OPERATION OF PLEURAL STRIPPING 


The principle of this operation is that the parietal pleura of the 
chest wall is stripped off in large quantities in the hope that the 
adhesions so formed between the lung and chest wall will be 
sufficiently well vascularised to produce an effective systemic 
pulmonary or left to right shunt. 


It is thus entitled to consideration under the heading of the 
shunt operations, but this has not been done here for three 
reasons : 

(1) Itis a more recent innovation, and any accurate appraisal of its 
short term results is difficult, although, so far, these seem to be - 
excellent. 

Its long term results are likely to prove different from those of 
shunt operations involving large arterial anastomosis, in that, 
whilst adhesions, when newly formed, are highly vascular, in a 
short time they become fibrosed and completely avascular, and 
it remains to be seen whether these particular adhesions, formed 
under anatomically and functionally abnormal circumstances, 
are going to behave differently. If they do not, the benefits of 
the pleural strip operation are likely to prove transient. 
(3) The operation entails different risks from the othershunt operations. 
It is less time consuming, the heart is not approached, and large 
arteries are not divided. On the other hand vascular adhesions 
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are not produced immediately, so that the patient’s circulatory 
function in the critical post-operative period is no better than it 
was before operation, a factor of considerable importance. 


General Appraisal of the Surgical Treatment of Pulmonary 
Stenosis 


The risks and severity of the recognised operations used in the 
treatment of congenital pulmonary stenosis are great and the 
long term results unknown. But the disability and limitation of 
activity from the disease, and the improvement of these following 
operation, are so great, that operation can and should be advised 
for the majority of sufferers. The shunt operations, in particular 

' Blalock’s, rank amongst the most worthwhile in surgery. 


Conclusion 


No attempt has been made in these articles to cover in detail 
all the combinations and permutations of embryological disturb- 
ance resulting in the specific types of congenital cardiac 
abnormality, and only a few of the more important types have 
been mentioned individually. 


Instead, it has been my endeavour to give a simple but rather 
detailed explanation of how the abnormalities may occur, what 
ill effects they have on the body, and the clinical features to 
which they give rise, as well as the dangers and advantages to be 
expected from operation. It is on a basis of such knowledge that 
nurses working away from specialised hospital units must make 
their evaluation of these cases. For the same reason, whilst 
explaining the principles of the special investigations and 
examinations made in cardiological units, I have made no effort 
to give their rather complicated results in detail, nor has any 
great space been devoted to operative technique. 


Two of the specific disease types, viz.: patent ductus arteriosus 
and pulmonary stenosis, have been discussed in more detail, 
because it is in those types only that there is a general consensus 
of opinion that operation is almost universally beneficial. That 
surgery is beneficial is absolutely beyond doubt, and it is to be 
hoped and expected that as time goes by further knowledge, both 
of assessment and operative technique, will make it even more 
worth while, and possibly bring other conditions within its 
reach. Whatever the future, however, in the present there is an 
increasingly large number of people walking about this world who 
are a living testimony to the benefits that congenital cardiac 
surgery has conferred upon them. 


AN OPERATION IN LISTER’S DAY 


Above: an operation at Aberdeen, about 1880. The fourth figure from the “left 

is Sir Alexander Ogston. All concerned are wearing their ordinary clothes, 

including the operator and the assistant who manipulates the spray. The era 
of gowns, caps, masks and gloves had not yet arrived 


(Photograph from the book by courtesy of E.& S. Livingstone,* Edinburgh ) 
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LORD LISTER 


A New Approach* 
by DUNCAN C. L. FITZWILLIAM, M.D., FRCS, 


Writing of the lives of great men will always be the pleasure of th, 
capable writer who believes he can give a picture of his hero in gy, 
roundings such as have not been given previously. Professor Douglas 
Guthrie’s small volume does this in a most charming and delightfy) 
manner. From his intimate knowledge of the atmosphere both 9 
Edinburgh and Glasgow, before and at the time with which he is dealin | 
he has produced a life of Joseph Lister dedicated to all doctor's wive 
and, we should like to add, is better suited to the nursing profesgig, 


than anything previously produced. lo 
Lister, an Englishman, was sent north for a short visit, and incon ™ 
sequence, spent the happiest and most important part of his life ovem W 
the border. The author, a Scotsman educated in Edinburgh, write 
with all the sympathy and pride with which that ancient capital regard, 
one of its most famous freemen, who brought such fame to he 
University. on 
Guthrie gives the true local background of Edinburgh and is negm ‘° 
enough to Glasgow to incorporate the spirit of that city as wef 
The graphic picture of pre-Listerian surgery is displayed to the reader P! 
though it is impossible to realise the true horror of what is said. Thern# ™ 
is the picture of the Edinburgh School with its giants, Sir Rober 4 
Christison, Sir Douglas Maclagan, Sir James Young Simpson, th | 
great Syme, and the failing Goodsir—all of European reputation. The th 
come the lesser lights, whose names were still remembered, the Bek & 
the dynasty of Monros, Lang Sandy Wood with his sheep, his rave P® 
and his umbrella, with which he is caricatured by Ray, and Jamag °Y 
Hamilton with his sedan chair, which is now in the museum. Glasgov 4 
is given its colouring with Maister Peter Lowe and William Cullen. 
Thus is the scene set for the advent of the miracle worker. 

Lister appears. His ancestry, youth and early diligence are mentioned 
His early investigations prompt his teacher, William Sharpey, to direct Ce 
his footsteps north to his old student-friend Syme. Sharpey deter—™ 2" 
mined Lister’s career. One wonders what would have happened if...,— 5° 
but what does it matter now ? That is how careers are determined. - 

The coming of the youthful stranger with his letter of introduction, — to 
was the beginning of a friendship which ripened through Listers§ co 
marriage with Syme’s daughter, and lasted until Syme died many yean¥ te: 
later. Naturally Syme figures prominently in the picture. ha 

Lister’s marriage in Syme’s dining room may seem strange to many, 1 : 
but then it was the common custom, and the children were all baptised te 
in the same place. The author unfolds his narrative so naturally, inter ha 
larding it with little episodes many of which are new, such as the fal ~ 
from Salisbury Crags, the little girl’s doll, and the swallowed pin the 
Then comes Lister’s move to Glasgow, where strangely enough he haiff © 
no beds for over a year and was then lucky to get them. With this P@ 
comes Lister’s worry over the high mortality in his wards, the specula fj °" 
tion and conjecture, and the unfolding of the half told truth contained ong 
in the works of Pasteur. It was truly a dawn with the dim light showin th 
at last in the distance. The diffictlty now was to establish the know. ; 
ledge by experiment. Theory alone was useless. That became the life 
work of Lister, and admirably is the tale told. 

The author suppresses, perhaps wisely, the violent antagonism 
which greeted Lister’s ideas at first. But he gives an excellent account int 
of the bitter rivalry between the antiseptic and the aseptic schools of kien 
thought, and shows that even the very words were interchangeable ; va 
both were using antiseptics, the one employing chemical means and the “ts 
other heat. The aim of both was the same, but neither knew it. car 

Lister sacrificed much to come to London, but luckily he was final @ nur 
cially independent. It would be interesting to know the feelings d@ inv 
those he brought south on his crusade. In the end Lister triumphed @ can 
but it was the ready acceptance of the foreigners who crowded hi ff I k 
clinics which carried most weight to the unbelievers. Though shunned pro 
at first even by his few students, he rapidly transformed them into™ dir 
enthusiastic supporters of his ideas. | bec 

Lister had severed his connection with the Quakers when he married ae 


but the noble characteristics of that sect remained with him all his 
life. He did not argue, he never quarrelled, but only pointed to hi 
experiments and left people to draw their own conclusions. Modesty I 
could go no further. The illustrations are apt and interesting. Pro . 
fessor Guthrie is to be heartily congratulated on the production of 4 
most excellent account of the life of the great man in his natura 
surroundings, told in a style which is very pleasing. We can w 

believe Lister when he wrote to Sir William Turner not long befor 
his death. ‘‘ I need hardly say how near my heart Edinburgh became 


during the professorship of Clinical Surgery.”’ m 
* 

* Lister— His Life and Doctrine’ by Douglas Guthrie (E. and S@ 
Livingstone Limited; price 15s.). the | 
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THE NURSING PROFESSION VARIOUS 


by HELENA TEDESCH! 
Director of Hospitals and Welfare {Institutions (Ecole d’Etudes Sociales, Geneva) 


(3) Nursing Training 


VEN in South America which has not been affected by the war 

E to the extent of many other countries, there is a shortage of 
nurses. 

In the Argentine, for instance, the two main causesare: (1) the very 

low salaries paid to nurses; and (2) the very low standard of the 

majority of training schools. This frightens the educated young 


women, who would certainly become the better type of nurse. 


Fundamental Principles 


The social problems, which became so prominent after the 1914-1918 
war, concerned health to a very great extent. One can even say that 
some of our actual great problems are ‘ medical problems’ demanding 
the collaboration of nurses. Thus nurses have before them immense 
prospects, but also very heavy responsibilities. In order that they 
might cope with their task, it is essential that they have very sound 
qualities and a good educational background. 

Every nation should have a large enough corps of nurses to avoid 
the situation where a lack of trained professionals is an excuse to 
employ unqualified staff, which means ‘death danger’ for the 

atients. However the shortage of well-trained nurses is still so acute 
everywhere that in many a country patients are looked after by un- 
educated, untrained women, or are not admitted even toempty wards. 


Quality and Quantity 


Nursing recruitment presents two aspects: quantity and quality. 
Conditions set up for the admission of students in the nursing schools 
are one of the difficulties met by those in charge of recruitment. The 
social class to which candidates belong should not intervene in the 
choice, for the profession must be open to all young women. But-it 
is obvious that candidates should have enough education and training 
to play the important réle assigned to them in the social life of their 
countries. This is why, in many schools, candidates are submitted to 
tests showing, not only their physical aptitudes, but also whether they 
have or not the minimum mental requirements. 

Some interesting tests have been made in the United States, and in 
Italy, in 1936, very useful studies were made on their value. If these 
have not always been successful, they have in many a case detected 
candidates definitely unsuitable for nursing. However, very often 
the physical, intellectual and moral qualities required by the profession, 
cannot be judged at a single examination. Only direct contact with the 
patients during training will fully reveal such qualities. Many of them 
only develop with the professional education and training given in the 
nursing school. It is almost a rule everywhere to submit students to 
a trial period, usually six months. At this stage some of them give up 
the profession spontaneously. 


Selecting Candidates 


If any candidate should be advised to withdraw, the decision must 
be made only after she has been given every consideration. Super- 
intendents of nursing schools should be absolutely sure that the 
students are completely unsuitable. It may well be that they are not 
suitable for one type of nursing, but they may be excellent in another 
branch. Theatre nursing and bedside nursing require different 
capabilities; nursing the chronic sick is not the same thing as industrial 
nursing. Care must be taken in each case not to risk losing some 
invaluable element. Besides, with more comprehensive handling, the 
candidate’s attitude towards the profession may improve considerably. 
I know of several cases of extremely good candidates having left the 
profession on account of being completely misunderstood by the 
directors of the nursing school. Some of these have been rejected 
because they had strong personalities, too strong to be accepted by, 
perhaps, a tutor. On the other hand, a quite mediocre candidate is 
retained just because she knows how to smile at one of her instructors ! 


Varying National Standards 


In many a country it is still the incomplete education of young girls 
and old prejudices which make it impossible for some of the most 
suitable types to join the profession. This is not however the case in 
such countries as the United States, Great Britain, Belgium, Finland, 
Sweden, and Switzerland. There, education and propaganda are a 
normal source of recruitment. 

In countries where professional standards are low, the only way of 


* Third of a series of extracts from a thesis prepared by Mrs. Tedeschi 
uring hey studies at the Ecole da’ Etudes Sociales, Geneva, sponsored by 


the Institute Pava a Alta Cultura (Ministry of Education), Portugal. 


in Various Countries 


attracting the bright, well educated, young women, is to increase such 
standards, thus gradually. driving away the unsuitable elements. 
Personally, if we had the choice, we would put quality before quantity. 
A smaller group of first class nurses could always have the help of 
trained assistants carrying out simple routine nursing duties. 


Obviously, the need for nurses becomes more serious when a war 
breaks out and armed forces require a very high percentage of the 
available staff. Unfortunately women have to replace men in their 
normal peacetime work, and nursing recruitment suffers a big blow. 


In each advancing phase of modern society, recruitment of nurses 
becomes more and more difficult. The profession asks for a very high 
moral standing, a strong physique and a bright mind. On the other 
hand, more and more nurses are progressively required. In every 
country the increase of health services, social insurances, and so on, 
tend to stress the noticeable shortage of nurses in hospitals. In order 
to meet such a crisis, it is necessary to awaken the interest for such a 
womanly profession in the young generation. In many countries it 
will also be necessary greatly to increase the number of nursing schools, 
which are inadequate in proportion to the density of the population. 


Propaganda in Schools 


So that young girls might become interested in nursing, the high 
school syllabus should include, besides elementary domestic science, 
some knowledge of anatomy, physiology, first aid, hygiene and infant 
welfare. Even those who do not take up nursing as a career would 
benefit from such tuition. Talks and films for high school pupils, 
observation visits to medical and welfare institutions, and so on, will 
help recruitment in a decisive way. But this is not all. 


If we do not want to lose young candidates, we must give them good 
living conditions in relation to hours of duty, salaries, holidays, sick 
leave and so on. We must offer them comfortable and hygienic 
accommodation, good food, constant health checks, possibilities of 
professional advancement and recreational facilities. Then and only 
then, will young women prefer nursing to any other profession. It is 
by making nursing attractive from all these aspects, that candidates 
will be won. Only then will recruitment become somewhat easier. 
Furthermore, nursing involves the maternal instinct innate in every 
normal woman. This is the last but not the least of assets. 


(To be concluded) 


TRAINING FOR THE GENERAL PRACTITIONER 


A committee of the British Medical Association has now published 
a most interesting study and report on General Practice and the Training 
of the General Practitioner**. This follows the report The Training of 
the Doctor, which was published two years ago by a Committee under 
the same Chairman, Sir Henry Cohen. The position, work and diffi- 
culties of the general practitioner have drawn considerable attention 
in medical journals in recent months, and the solutions suggested in- 
cluded one that the State-registered and district trained nurse should, 
with further experience and examination, become the general prac- 
titioner’s assistant. The British Medical Association report makes 
two proposals which will rouse great interest: first, post-registration 
training of three years for a qualified doctor as a ‘ trainee assistant ’ to 
an established general practitioner, receiving adequate remuneration 
meanwhile; second, that refresher courses should be taken every few 
years. The Committee holds that to attract the required recruits to 
general practice depends on revising the standards and status of general 
practice. Many of these statements sound strangely familiar to those 
concerned with nursing education and preparation, whether for district 
nursing or other special branches. In particular the time for, and 
interest in, training the ‘ trainee assistant’ that the established prac- 
titioner must have, is an essential requirement, together with the 
recognition of the trainee’s presence as a learner and not as a general 
assistant only. These. are two factors which have not yet been fully 
realised for students and ward sisters in nursing training, though they 
have been the aim in good training schools for many years. It is 
interesting to see the similarity of educational problems with the two 
professions of medicine and nursing, and the proposals for the training 
of the general practitioner will be recognised as of the closest signifi- 
cance to nurses as well as to the public. 


** ‘‘Ceneral Practice and the Training of the General Practitioner’’, 
obtainable from B.M.A. House, Tavistock Square, London, W.C.1, 
price 7s. 6d. 
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CURARE in ANASTHESIA 


by ROBERT |. W. BALLANTINE 


M.R.C.S., L.R.C.P., D.A., Senior Registrar in Anzsthetics, 
Hillingdon and Harefield Hospitals 


CC that a is now widely used during anaesthesia. It is important 
that nurses, in the operating theatre and surgical wards, should 
have some knowledge of this drug. They will then be better 

equipped to manage patients in the post-operative period. 


History 


Curare is obtained from the tropical plant Chondrodendron tomentosum 
and is the arrow poison of the Orinoco Indians of South America. It 
was mentioned by Sir Walter Raleigh (1552-1618) in his work on the 
discovery of Guiana. The drug was introduced into Europe in 1812, 
and its site of action first described by the French physiologist Claude 
Bernard in 1840. Following this, curare was used in the treatment 
of tetanus, hydrophobia, chorea and epilepsy. In 1935 the active 
principle, d-tubocurarine, was isolated from the crude drug, but not 
until 1942 was this first used in anaesthesia by Griffith and Johnson 
of Montreal. 


Use in Anzsthesia 


Curare is not an anaesthetic. Injected intravenously, it paralyses 
skeletal musculature, and is used during light general anaesthesia to 
produce muscular relaxation. Intra-abdominal, and many other 
operations require muscular relaxation. With good relaxation, 
operations can be performed more easily, rapidly, and with less trauma 
to the tissues. : 


Before the use of curare, muscular relaxation could be obtained with 
local or spinal analgesia, but more often deep general anaesthesia with 
chloroform or ether was used. These are toxic drugs and patients 
undergoing long operations may become rapidly and severely shocked 
when they are used. Post-operatively too the morbidity is high, and 
the delayed recovery of corsciouspess, shock, vomiting, and chest 
complications add a burden to the patient and rursing svaff. With 
curare, good muscular relaxation is obtained end only very light general 
anaesthesia is needed. Relatively non-toxic drugs such as Pentothal, 
nitrous-oxide and cyclopropane, are all that arenecessary to keep the 
patients asleep. Operative shock occurs less frequently as the patients 
are not saturated with toxic anaesthetic gases; consciousness returns 
rapidly; post-operative vomiting is reduced, and chest complications 
are probably less frequent and certainly less severe. 


In spite of the advantages of curare, it is still a dangerous drug and 
must be used with great care and by experienced anaesthetists. When 
curare is injected intravenously, the muscles of the face, neck, limbs 
and abdomen are first paralysed, then the intercostal muscles and 
finally the diaphragm. With the paralysis of the two latter muscle 
groups breathing stops. This is not because of any depression of the 
respiratory centre, as May occur with overdosage of morphia, but 
because the respiratory muscles are paralysed. A conscious person 
injected intravenously with a large dose of curare is soon unable to 
move or speak; breathing becomes more and more difficult, and 
sensibility to pain remains until consciousness is finally lost, probably 
from lack of oxygen. When curare is given during light anaesthesia 
then, the respiration becomes very shallow and may stop altogether. 
The respiratory activity may be inadequate for sufficient oxygenation 
of the patient’s blood, in spite of a plentiful supply of oxygen. The 
anaesthetist must be ready to assist the patient’s inadequate respira- 
tions, or take over and control the respiration completely, by rhythmic 
Squeezing of the reservoir bag of the anaesthetic apparatus. Thus, 
provided an absolutely clear airway is maintained, pulmonary 
ventilation is ensured and oxygen lack avoided. Respiratory activity 
gradually returns as the effect of the curare wears off, and the muscles 
regain their normal tone. The normal initial dose of curare (15 mg. 
of d-tubocurarine chloride) lasts about 45 minutes. 


During intra-thoracic operations the movements of the lung and 
mediastinum must not be vigorous, or the surgeon’s task is more 
difficult and the patient’s cardiovascular and respiratory equilibrium 
is upset. Curare provides quiet and controllable respiration in these 
cases. For laryngoscopy, the passage of endotracheal tubes and 
bronchoscopy under general anaesthesia, curare is often used, for in 
addition to producing relaxation, it inhibits troublesome laryngeal 


modation, and the increasing numbers of old peoples’ homes being 


reflexes. Apart from its use in anaesthesia, curare reduces the violeng 
of the fits in psychiatric shock therapy, and is used in spastic states T 


Site and Mode of- Action 


Curare acts where the nerves join the muscles they supply, and blocks 
the impulses passing from these nerves to the muscles. Acetylcholine 
is normally liberated at these neuro-muscular junctions and plays a 
part in the transmission of impulses to the muscles. Curare probably § ™ 
acts by raising the threshold of the junction tissue to acetylcholine, 


Prostigmine is the antidote to curare and acts by preventing the 
destruction of acetylcholine that normally occurs in, the body, 
Prostigmine has certain side effects that are antagonised by atropine, 


Since the introduction of curare, certain other synthetic muscle 
relaxants have been produced. These are known by their trade names 
as, Myanesin, Eulissin and Flaxedil. Although pharmacologically 
different, they are curare-like in action. 


Special Nursing Care 


When curare has been used with light anaesthesia, the patient 
usually recovers consciousness on returning to the ward, and the 
nursing staff are relieved of the responsibility of managing the 
unconscious patient. The patient is soon cooperative and coughing 
early : breathing exercises and general mobility are possible 
Prolonged and severe vomiting is rare and the patient’s desire to be up 
and about is encouraging. 7 


Very occasionally, following an unexpectedly rapid operation or an 
overdosage of curare, the patient is returned to the ward before th 
effect of the curare has completely worn off. The responsibility of the | 
nursing staff is then very great. All the general principles governing 
the management of an unconscious, anaesthetised patient are doubly 
important. The patient’s respiration may be very shallow and the 
intercostal muscles partially paralysed. The airway must therefor 
be kept absolutely clear. It is not sufficient that a metal or rubber 
airway is in the patient’s mouth, and that respiratory movements are 
occurring, for these may be present with an obstructed airway. Every 
breath must be felt or heard to pass quite freely. Patients who have 
had operations in the nose, mouth or throat must be nursed in the 
lateral tonsillar position, tongue clips and mouth gag must be at hand, 
and any vomit or blood removed from the upper respiratory tract. 
The patient’s colour must be carefully watched for any cyanosis, which 
is usually seen first in the lips, ears and fingertips. Oxygen may be 
administered, but is useless unless the airway is clear. A quarter- 
hourly pulse chart should be kept. The effect of the curare should soon 
pass off. The respiration should become deeper and the movement of 
the chest return to normal, as the patient’s general condition improves. 
If improvement does not occur, the anaesthetist should be called. He 
may decide that the patient is still deeply anaesthetised, and inject 
coramine. If he considers that the patient is still curarised, he may 
inject prostigmine and atropine. These drugs should be ready. is 


re 


Ic 


Fortunately, complications rarely occur, and the use of curarem§ 4 
anaesthesia can be regarded as a great advance in medicine, and a boon § 10 
to surgeon, anaesthetist, nurse and patient alike. § al 


Training of Matrons 
FOR OLD PEOPLE’S HOMES 
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The Kent County Council, in view of the large numbers of old people * 
already receiving care and attention in its own residential accol@ |, 
se 

th 

to 

1S 


opened, is finding great difficulty in recruiting matrons for these homes. 
As has already been announced in the Nursing Times of March 2, 
the National Old Peoples’ Welfare Committee jointly with the National 
Corporation for the Care of Old People is organising training course 
for men or women who wish to take posts of responsibility in thee yw} 
homes. Kent County Council announce that their County Committe§ 17 , 


has decided to lend moral support and if necessary give practical aid 4, 
to this experiment. The County Council already provide accommoda- ais 
tion for about a thousand old people, and the number of homes under e 


the Council’s jurisdiction is likely to increase by about a dozen during 
the mext few years. The courses being organised will consist of eight 
weeks theoretical work in London, followed by sixteen weeks practi 

training, during which they will actually look after old people in selected 
homes throughout the country. The National Old Peoples’ Welfart 
Committee feels that a new type of career is opening up for those wh¢ 


wish to rise to senior posts in old peoples’ welfare work. 
- 
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exItHE CARE OF OLD PEOPLE 


from some voluntary society. They are seemingly only small 
matters, but are nevertheless of immense importance, 


Services which Help 


There are other old people whose activities are more limited 
and who, therefore, require more help. Some of them do not 
like cooking, or find it too much bother, or have not sufficient 
patience to prepare a meal, Here the Meals on Wheels service 
is most useful. Cooked appetising mid-day meals, served hot 
and in separate containers, are delivered to the home: perhaps 
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9 or 3times a week. They are a definite boon to the old folk, 

Perhaps some old lady or gentleman feels that the housework 
is becoming a little more than he or she can manage. It can 
then be arranged for a domestic help to go in for 3 or 4 hours 
each week or as and when the need arises. The cost will be 
assessed according to the user’s income. Perhaps Mrs. Jones 
has a deformity and is partially crippled and so unable to bath 
without aid. She may have a wound which requires to be dressed 
daily—in such and other cases the services of the district nurse 
would be called for. 

In all instances, even where there is only the slightest possi- 
bility of the aged person remaining in his or her home, this should 
be encouraged. I am firmly convinced that old people are far 
happier by their own firesides with their personal possessions 
around them, than living in a communal home, however sym- 
pathetically organised. The health visitor should always 
have this in her foremost thoughts when assessing the needs of 


old people. 
Group II. 


The old person who requires accommodation in a_ hostel, 
or old people’s home of any type, usually does so for the fol- 
lowing reasons : 

(i) Because he or she is entirely without accommodation, 
or is 
(ii) living in unsuitable accommodation—rooms, or 
(iii) living alone and is lonely, or is 
(iv) unwanted by relatives. 

Certain essentials are often called for of those who seek ad- 
mission to an old people’s home.. They are usually required 
to be fairly sound in wind and limb, able to get about and “ to 
do for themselves ’’. 


The Hostel Decision 


These assets may not be strictly essential, but what is essential 
is that those who seek accommodation of this type should have 
a definite desire to lead a communal life. If they do not “ fit 
in” then they are likely to be acutely miserable. Old people 
are not always capable of making up their own minds and the 
health visitor is often asked ‘‘ Do you think I should be happy 
in a hostel ? ”’ 

This is a very difficult question to answer and one which calls 
for an investigation from all angles. If the person concerned 
is living with relatives where he or she is not wanted, or in un- 
Satisfactory accommodation, then the problem is a little easier 
to solve because giving up this type of accommodation does not 
mean that there is so much at stake. If, on the other hand, the 
person is living in his or her own home and would actually be 
breaking up what may have been ‘home’ for 10 or 20 years, 
then much more is at stake and a more difficult problem is pre- 
sented, I think it is well to advise such people not to give up 
their home entirely so that if they find that they cannot settle 
to a communal life, their fireside is still there to return to. It 
is a big decision to make in one’s latter years, but it is a decision 
which only the old people themselves should make. Once again 
I would repeat that I feel it is better, wherever possible and with 
the help of the domiciliary services where necessary, that the 
old people should remain in their own homes—free to come, go, 
do, eat and sleep as they will. This surely is their privilege. 


Group I11. 


_, there are certain old people who, usually on the grounds of 
“health, cannot be adequately cared for either in their own homes 
Orin hostels, but who are definitely in need of hospital accom- 
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modation. They may have the advantage of all the domiciliary 
services during the day—domestic help, Meals on Wheels, dis- 
trict nurse, and during this period are quite well catered for, 
but many of them are left alone at night. Their plight is pitiable 
and can only be relieved by the availability of hospital beds. 
These are in short supply and until there is an improvement in 
the position, many of our old folks are living and dying in cir- 
cumstances not altogether as we would wish them. 
* * * 


In conclusion I would say that as in the past the health visitor 
has done her duty well and served mothers and babies faithfully 
in spite of some frustration and disappointment. She will, 
I am sure, serve the old people and their needs in an equally 
capable and willing manner. Her family unit is now complete— 
her interests are widened. Let us hope that the time may come 
when the number of entrants to this particular branch of her 
profession may be increased, resulting in smaller districts, lighter 
caseloads and the encouragement to carry on. 


FRACTURES AND ORTHOPAEDICS SURGERY FOR NURSES AND 
MASSEUSES.—by Arthur Naylor, Ch.M., M.B., M.Sc.(Sheff.), F.R.C.S. 
gt Nantes (E. and S. Livingstone Limited, Edinburgh ; price 

s. 6d.). 


This book is the best of its kind that I have read. It is wall and clearly 
written, easy to read and not too long. A ward-sister in charge of 
a mixed surgical ward, where the staff are constantly changing, needs 
such a book on her office shelf where it is easily accessible to the student 
nurses when she herself is not available. 

Few students spend more than two months of general training in an 
orthopaedic ward or department and when her training is over she needs 
a very good reference book to help her. 

Mr. Naylor’s brief description of each condition and the treatment 
likely to be ordered is all that is necessary. Each surgeon will have his 
own methods but so often he does not have the time or perhaps realise 
the necessity of explaining the details of each case. I would like to see 
more detailed instructions about the methods of lifting a fractured 
limb when ‘ towelling up’ for open reductions; in the illustrations 
I have seen the limb appears sound and the method of maintaining 
traction during preparation is not clearly shown. 

B.A.M., S.R.N., T.A. Certificate 


maar Namen, Ernest James Ward. British Red Cross Society ; 
price 4s.). | 


The art of Casualty Faking has been given some prominence recently 
in connection with the teaching of first aid. The little books written 
and illustrated by Mr. Ward, Assistant County Director, City of London 
Branch of the Red Cross Society. should do much to help and stimulate 
those who are connected with this work. The broad principles of 
casualty faking have been studied and practised by the author for many 
years. His knowledge of the subject is very thorough and the results 
shown in his clear instructions should prove helpful to all teachers of 
first aid. 

His coloured illustrations are realistic and the chart of grease-paints 
with materials needed for making up Casualties is clear and concise. 
Mr. Ward points out the need for the thorough rehearsing of casualties 
before incidents are staged and he appreciates that considerable 
knowledge of anatomy is necessary. 

This interesting book should prove most valuable to those who 
undertake any form of first aid work. 

M. F. H., S.R.N., S.C.M., Diploma in Nursing, 
University of London. 


Books Received 


Progressive Professional Nursing.—By Mona E. Grey, S.R.N., S.C.M., 
Nurse Administrator's Certificate of the Royal College of Nursing. 
(E. and S, Livingstone, Limited; price 6s.). 
The Health of the People.—By S. Leff, M.D. (Victor Gollanz Limited; 
price 12s. 6d.). 
A Primer for Diabetic Patients—By Russell M. Wilder, M.D., Ph.D., 
A.C.P. (W. B. Saunders Company; price 12s.). 


Medical Jurisprudence and Toxicology.—By John Glaister, J.P., 
D.Se., M.D., F.R.S.E. (EE. and S. Livingstone Limited; 
price 35s.). 
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Duty lime 


HY do we have droughts, followed 
quickly by floods ? After a thunder- 
storm in summer or severe prolonged 

snowstorm, we hear of roads being impassable 
and bridges being washed away. A good deal 
of publicity is given to the increasing population 
of the world. There are thousands more 
people to feed every day. 


Forests that Saved the Soil 


Thousands of years ago this country, and 
indeed the whole world, was covered by 
‘forests. Small areas were cleared for growing 

The soil was rich and fertile from the 
annual fall of leaves forming humus. The 
crops were protected from wind and frost by 
sheltering trees. When the rains came, the 
forests of the hill country retarded the rapid 
flow of water and soil erosion to the rivers. 
The mechanism of the tree roots absorbed the 
water, which later was transpired into the air. 
This in turn prevented the droughts and 
maintained the correct balance of humidity 
in the air. Trees purified the air exhaled by 
man, by giving off pure oxygen. 


The fruits and nuts harvested each year 
were national food, which could be stored for 
the winter. Timber was in abundance for 
fuel and house building. 


A Famine in Forests 


Today the need for agricultural land is 
great; natural forest and plantation are more 
the exception. Trees are grown only for their 


Left: trees are the natural 

protectors of the soil. When 

the earth is denuded of this 

Shelter, soil erosion, an 

example of which is shown 

in the picture on the right, 
is the -esult 


TREES 


and our 
FOOD 
and 
WATER 


SUPPL 


By ©. M. Birk 


timber output. Very few farmers can afford 
to have a belt of trees as a wind break for their 
crops. Land is too valuable to be given up to 
the planting of trees, if enough food is to be 
produced. | 


The Threat of Dust 


Intensive cropping of land year after year, 
with no tree protection, has resulted in the 
soil being starved of humus. When the 
wind comes, this light soil is blown away in 
great clouds, leaving rocks and dust behind. 
In the hill country, also denuded of trees, the 
soil is washed down swift flowing rivers 
forming large deltas and blocking harbours. 
Examples of this are to be found in the dust 
bowls of America, and the Sahara desert of 
Africa. Nearer home, on a much smaller 
but increasing scale, we have dust bowls in 
Lincolnshire. Our treeless coast line is grad- 
ually slipping into the sea, for the want of 
trees to stop erosion. 


What must our policy be if we are to preserve 
the soil and keep its fertility ? 


Will a Solution Come ? 


An extensive and long-term planting cam- 
paign should be launched. If ten per cent. of 
our catchment areas and hil] country could be 
intelligently replanted, calamities like droughts 
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and floods would be prevented. 

Beauty spots of our country, such g 
Dartmoor, which is fast becoming a desert 
of rocks, should be replanted and left fy 
natural regeneration. What a rich store of 
beauty and capital there could be, at vey 
little cost, for our descendants ! 


Victoria and Albert Museum 


Free guide lectures are arranged for visitor 
assembling in the Central Hall at the Cromwell 
Road entrance of the Victoria and Albert Mus 
eum at 11.30 a.m.and 3 p.m. Saturday, June), 
11.30 a.m.: The Ajanta Paintings, 3 pm; 
Indian Museum. Tuesday, June 20, 11.3 
a.m.: The Evolution of the Chair, 3 pm; 
Persian Miniatures. Thursday, June 2, 
11.30 a.m.: Embroideries, 3 p.m.: Woven 
Fabrics. Saturday, June 24, 11.30 am.) 
Chests and Cabinets, 3 p.m. : Panelled Rooms. | 
Tuesday, June 27, 11.30 a.m.: The Anglo- 
Saxon Crosses, 3 p.m.: Children in Sculpture. 
Thursday, June 29, 11.30 a.m.: Dutch Ar, 
3 p.m.: Museum Masterpieces. 


jn a Lonely Place | 

A good thriller with Humphrey Bogart as: 
a suspect in a murder, it has an unusual | 
ending. Also starring are Gloria Graham and. 
Frank Lovejoy. 


A Day with Brumas 

A delightful feature film starring the Zo0’} 
famous baby. I could have wished it twice 
the length. 


The Big Wheel 

Those interested in speedway racing may 
like this film. It has quite a good story ands 
well acted by Mickey Rooney as its chief stat, 
with Thomas Mitchell and Mary Hatcher. 


Wabash Avenue 
This technicolor film is about Chicago ® 
1893, year of the World Fair, ‘“ Shimmy 
dancing and card sharping. It has som 
amusing moments. I was mainly aware ® 
Betty Grable’s legs and Phil Harris’ and Victor 
Matures’ teeth very generously displayed ! 
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GENERAL COUNCIL of the WHITLEY COUNCILS for the 


Hospital Staffs Consultative Committee 


HE General Council have had under consideration the question 
r of joint consultative machinery in hospitals within the National 
Health Service and have arrived at the following agreements : 

The General Council are whole-heartedly in favour of joint con- 
sultation in hospitals and recommend that Joint Consultative Com- 
mittees be established in all hospitals within the National Health 
Service except where the small number of staff makes such a Committee 


inappropriate. 
The 


below, document G.C.20). 


constitution. 
The pe 


Staffs Committee of the 
2. Functions: 


Governors, its senior officers and staff. 


interest in and a greater responsibility for the conditions under which 
their work is performed; to give the maximum assistance in promoting 
the welfare of the patients and efficient administration in the hospitals 
to make suggestions for the 
improvement of the general arrangements for the comfort of the 
staff, their recreation, entertainment, and dietary. 
(zd) Subject to the proviso that no 
recommendations of the Hospital Staffs Committee shall conflict with, 
or over-ride, any decision of the General Council or the appropriate 
Functional Council, to deal with such matters as :—-(i) The distribution 
of working bours, (ii) Holiday arrangements, (iii) Questions of physical 
welfare—cloakroom arrangements, heating, ventilation, etc. 
consider any Hospital Rules affecting staff, apart from any that may 


controlled by the Committee or Board; 


friction and misunderstanding.. 


be prescribed nationally or regionally. 


3. Membership : The Committee shall consist of members appointed 
as follows :—(a) members appointed by the Management Committee* 


Mrs. M. E. Hay 


The death took place recently at Harrold, 
Bedfordshire, of Mrs. Mary Elizabeth Hay 
who died at the age of 93. Mrs. Hay trained 
at the Nightingale Training School, St. 
Thomas’s Hospital, where she was for several 
years a sister. She later went to America 
representing English nurses at the Chicago 
Exhibition, and, during the gold rush in 
Alaska, she nursed typhoid and other cases of 
illness. She married while in America but 
her husband died in 1912. On her return to 


England she was school matron at Brighton. 


College for some years. 


Miss H. Homson 


‘We regret to announce the death of Miss 

da Homson who died at sea when she was 
returning to Australia where she was senior 
sister tutor at the Royal Prince Alfred Hospital, 
Sydney, New South Wales. Miss Homson 
trained in London at King’s College Hospital 
where she became a ward sister. She then 
took charge of the preliminary training school 
at the Westminster Hospital and from May, 
1947, to June, 1948, she was senior sister 
tutor at St. Mary’s Hospital, Paddington. 


General Council have reached agreement on the terms of a 
constitution for Joint Consultative Committees in hospitals (see 

The General Council have also agreed that 
all Consultative Committees set up in hospitals shall conform to this 


riod during which the proviso to Clause 3(b) of the constitution 
(that representatives of the staff on Consultative Committees must be 
members of a nationally recognised negotiating body) is to remain 
in suspense, shall commence on January 13, 1950. 

The General Council understand that in some hospitals, Consultative 
Committees have already been set up by agreement on the basis that 
the representatives of the staff shall be members of a nationally 
recognised negotiating body. The Council have agreed that in such 
cases, provided the existing constitution conforms substantially in all 
other respects to the constitution now laid down, the arrangements 
for the suspension of this requirement shall not apply. — 


Constitution of a Hospital Staffs Consultative Committee (G.C.20) 
1. Title: The Committee shall be known as the Joint Consultative 


eee eee 


The Committee’s functions shall be :—(a) To 
promote the closest cooperation and provide a recognised means of 
consultation between the Management Committee* or Board of 
(6) To give the staffs a wider 8 


HEALTH SERVICES 


negotiating body. 


a Vice-Chairman. 


Hospital. secretaries. 


present on each side. 
9. Meetings: 


10. Decisions : 
(c) To prevent 


(e) To 


7. Sub-Committee : 
special, or sectional sub-committees as may be considered necessary. 


. Quorum: A quorum of the Committee and its Sub-Committees 
shall consist of not less than one-third of the persons entitled to be 
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or Board of Governors to include both members of the Committee or 
Board and the principal officers of the hospital. (6) members elected by 
the various grades of staff employed within the Hospital, viz. :— 
administrative and clerical staff; 
technical and professional staff other than nurses and midwives; 
domestic, farm and garden staff; 
the persons elected shall be members of a nationally recognised 
(The application of this proviso shall, however, 
remain in suspense for a period of two years from January 13, 1950, 
or such other period as may be agreed by the General Council.) 


4. Retirement of members: 
Committee on ceasing to be members of, or to hold office under, the 

_ body or staff group by which they were appointed. Members of the 
Committee shall retire on the 
and shall be eligible for re-appointment. The original members of the 
Committee shall remain in office until 
vacancies shall be filled by the original appointing body or staff group 
which shall appoint a member to sit until the end of the current period. 


5. Co-opted Members : 
meeting such persons not being members of the Committee as may 
serve the purposes of the Committee. 
shall extend to sub-committees. 
only in a consultative capacity. 

6. Officers: The Committee shall appoint annually a Chairman and 
The Chairman shall be a representative of the 
Hospital Management Committee or Board of Governors and the 
Vice-Chairman a representative of the staff. 
Committee shall appoint a secretary; these officers shall act as joint 


nursing and midwifery staff; 


artisan staff, always provided that 


Members shall retire from the 


of the year. 


eee eee eee 


Casual 


The Committee may co-opt for any of its 


A similar right of co-option 
Such co-opted members may serve 


Each side of the 


The Committee shall appoint such standing, 


Meetings shall be held as often as may be necessary. 


The recommendations of the Committee shall be 
arrived at by agreement between the two Sides, and shall be submitted 
to the Hospital Management Committee* or Board of Governors for 
ratification before becoming operative. 


Amendment of Constitution : 
may be varied at any meecing of the Committee, provided that notice 
of the terms of the proposed amendment has been circulated to each 
member of the Committee at least 28 days before the meeting, and 
provided that no such amendment, except one varying the number of 


The terms of this constitution 


members, shall become effective until it shall have received the consent 


Obituaries 


Her sudden death will be a great loss to her 
many friends. 


Miss E. M. Stoodley 


Miss Edith Mary Stoodley, of Gurnard, 
Isle of Wight, a district nurse for many years 
and later proprietor of the Gurnard Nursing 
Home, has died aged 63. 


Miss G. B. Storey 


We regret to annouce the death of Miss 
G. B. Storey which occurred recently at the 
City Hospital, Nottingham. Miss Storey, 
who was a founder member of the Royal 
College of Nursing, had been Matron of the 
Nottingham Children’s Hospital from 1916 to 
1938. Since then she had lived in retirement 
at Mapperley, Lincolnshire. 


Dr. B. A. Peters 


Past and present members of Ham Green 
Hospital staff will have heard with regret the 
sudden death of Dr. B. A. Peters on May 8. 
It is proposed that a memorial to his name be 


of the General Council. 
* In Scotland, Board of Management 


put in the new hospital chapel, which it is 
hoped will be opened in September of this 
year. Will anyone wishing to contribute to 
this memorial, please send their donations to 
Miss Perkins, Ham Green Hospital, Bristol, 
as soon as possible. 


Miss J. Wilkie 


It is with deep regret we announce the 
sudden death of Miss Jessie Wilkie, who had 
been Home Sister at Stracathro Hospital 
for 10 years. Miss Wilkie served in the Army 
in the first World War, and subsequently 
held posts in King’s Cross Fever Hospital, 
Dundee, and in London. She was much 
beloved by all for her individuality, humour, 
kindliness and motherliness. She will be 
greatly missed by all who knew her. 


* * * 


Correction 
The tutor at Royal Salop Infirmary, Shrews- 
bury, the winning hospital in the Marion Agnes 
Gullan Trophy Contest, is Miss U. Daldorph. 
Miss B. R. Dodwell is tutor at the Manchester 
Royal Infirmary and not as stated in thé 
Nursing Times report of the contest. 
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GENERAL NURSING COUNCIL FOR ENGLAND AND WALES 


Council, the main business was concerned 

with alteration of training schemes. 
Approval was granted to the North Devon In- 
firmary, Barnstaple, together with the Bideford 
and District Hospital, Bideford, as one complete 
training school for general nurses. This 
necessitates withdrawal of approval from the 
North Devon Infirmary as a complete training 
school, and from the Bideford and District 
Hospital as a training school in affiliation with 
the Royal Berkshire Hospital, Reading, and 
the Bristol Royal Hospital. 


A the May meeting of the General Nursing 


Approval was granted to the Victoria 
Hospital, Worksop, together with the Kilton 
Hospitai, Worksop, as a complete training 
school for male and female nurses, and was 
withdrawn from the Victoria Hospital, Work- 
sop alone as a complete training school. 
Approval was granted to the Caernarvon and 
Anglesey Hospital, Bangor, together with the 
County Hospital, Bangor, as a complete 
training school, and withdrawn from _ the 
Caernarvon and Anglesey Hospital alone 
as a complete training school. Approval 
has been granted to the Newbury District 
Hospital in a three year scheme of training 
with the Reading and District Group of 
Hospitals as a training school, while approval 
was withdrawn from the Newbury District 
Hospital in affiliation with the Radcliffe 
Infirmary, Oxford, the Royal Hampshire 
County Hospital, Winchester, and the King 
Edward VII Hospital, Windsor. All these 
alterations were to take place without prejudice 
to the rights and privileges of those already 
enrolled in any particular scheme. 


Training Schools for Male Nurses 


Full approval was granted to the following 
hospitals as complete training schools for male 
nurses :—Royal West Sussex NHospital, 
Chichester ; Selly Oak Hospital, Birmingham ; 
The General Infirmary, Burton-on-Trent ; 
West Suffolk General Hospital, Bury St. 
Edmunds ; The Hospital of St. Cross, Rugby, 
and to Hallam Hospital, West Bromwich. 
Provisional approval as a complete training 
school for mele nurses was granted to the 
North Lonsdale Hospital, Barrow-in-Furness 
for a period of two years. Provisional approval 
of the West Bromwich and District Hospital, 
as a complete training school for male nurses, 
was extended, pending the submission of 

roposals for the inclusion of the hospital 
in a comprehensive scheme of training. Pro- 
visional approval was granted to the Royal 
National Orthopaedic Hospital, Stanmore, 
as a complete training school in conjunction 
with the Hammersmith, West London, and 
St. Mark’s Hospitals. (The Royal National 
Orthopaedic Hospital is already approved as 
an affiliated training school and it is intended 
that such approval shall continue until affili- 
ated training ceases). 


Training Schools for Mental Nurses 


The Mental Nursing Committee reported that 
Garlands Hospital, Carlisle, and St. George’s 
Retreat, Burgess Hill, Sussex, have been 
approved as complete training schools for male 
and female nurses for mental diseases and for 
mental defectives, for a further period of two 
years, from January 1950. Approval had 
been grapted- to the Marston Green Division, 
Coleshill Hall, Birmingham, as a training 
school for nurses for mental defectives. Full 
approval had been granted as complete train- 
ing schools (provisionally approved until 

anuary 1, 195v) to the following hospitals :— 
ighcroft Hall Hospital, Erdington, Birming- 


ham, for male and female nurses for mental 
diseases, and to Leybourne Grange Colony, 
West Malling, Kent, for male and female 
nurses for mental defectives. 


For Assistant Nurses 


The Assistant Nurses Committee reported 
that approval had been granted to the East 
Riding Hospital, Driffield, as a complete 
training school for pupil assistant nurses, 
and that approval had been withdrawn 
from the East Riding Hospital, Driffield, 
as a component traming schoo! with Westwood 
Hospital, Beverley. Approval had now been 
granted to the Brentwood and District Hos- 
pital, Brentwood, Essex, as a complete training 
school for pupil assistant-nurses, while ap- 
proval had been withdrawn from _ the 
Brentwood and District Hospital as a com- 
apt training school with St. Margaret’s 

ospital, Epping. Provisional approval for 
a period of two years from May 4, 1950, had 
been grantcd to the Sydenham Babies’ Hos- 
pital, S.E.26, for the secondment of pupil 
assistant nurses from St. Francis’s Hospital, 
East Dulwich for experience in the care of 
children. All the above changes are to take 
place without prejudice to the rights and privi- 
leges of those already enrolled in any parcicular 
scheme. Provisional approval for a period of 
two years from May 4, 1950, was granted to the 
following hospitals to participate in group 
schemes of component training for pupil 
assistant nurses :— 


Blackpool and Fylde Group.—The General 
Cottage Hospital, Fleetwood ; St. Annes-on- 
Sea War Memorial Hospital, St. Annes ; 
Elswick Sanatorium, near Kirkham ; Wesham 
Park, Kirkham. 


Preston and Chorley Group.—Chorley and 
District Hospital, Chorley ; Heath Charnock 
Hospital, Chorley. 


Ormskirk and District Group.—Rufford 
Pulmonary Hospital, near Ormskirk. (Com- 
ponent with the County Hospital, Ormsxirk.) 


Provisional approval as complete training 
schools for pupil assistant nurses had been 
continued in respect of the following hospitals : 


Temporary approval :—Rossendale General 
Hospital, Rawtenstall. 


Approved for a further period of two years:-— 


In Parliament: By our 


Income Tax on Nurses’ Lodging Allowance 


Mr. Turton (Thirsk and Malton, C.) asked 
the Chancellor of the Exchequer on May 23 
whether he was aware that nursing staffs were 
at present being assessed to income tax upon 
the estimated value of their board and lodging; 
and whether he would amend the law to remove 
this anomaly. 


Sir Stafford Cripps :—I understand that the 
new scales of pay for nursing staff provide for 
payment of a gross wage, from which a 
deduction is made for board and lodging when 
it is provided by the employer. Income tax 
is chargeable on the gross pay, and this new 
arrangement far from being anomalous, puts 
nursing staff in the same position as the 
ordinary taxpayer, who has to pay for his 
board and lodging out of income which has 
already borne tax. 


Mr. Baker White (Canterbury, C.) asked the 
Minister of National Insurance on May 23, 
what obligation rested upon doctors, nurses 
and other members of hospital staffs to 


‘school. 
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Fairfield General Hospital, Bury; St. Alfege’s 
Hospital, Greenwich ; St. James’s Hospital 
Leeds ; Orsett Lodge Hospital, Grays, Eggex. 
and St. Andrew’s Hospital, Billericay, Essex. ' 

The General Nursing Council reports that the 
name of Herbert Hewitt Coleman, S.R.N.1494 
has been restored to the Register. 


ASSISTANT NURSE TRAINING 
SCHOOLS 


NY type of hospital can now seek approval 
as a training school for pupil assistant 


nurses from the General ursi 
Council. This is one of the ch2nges recep 
inaugurated, which it is hoped will make it 
possible for more assistant nurse training 
schools to be opened. 


There are at present only 84 complete and 
31 component assistant nurse training schools 
with about 1,400 pupil assistant nurses jp 
training. It is felt that a number of the 17,0 
persons now employed in the hospital service 
and classified as “‘ other nursing staff,” ie, 
having no statutory or other recognised 
qualification, could qualify for the assistant 
nurses Roll if the opportunity were offered. 


The new rules seek to enable more institv- 
tions to present such opportunity. One of the 
requirements of an assistant nurse training 
school is that the pupil should spend not less 
than four weeks in a preliminary training 
The Ministry of Health points out in 
a circular RHB(49)156, that the establishment 
of a separate preliminary school is not regarded 
as essential at the present time, so long as the 
pupils have the requisite preliminary training 
in a Suitable place devoted to the purpose 
within or without the hospital. 


The General Nursing Council has drawn up 
a simple draft memorandum on. such 
preliminary training schools for pupil assistant 
nurses together with a short list of books’ 
suitable 1or a reference or lending library. The 
single page memorandum gives briefly the 
purposes of a preliminary school, suggestions 
for accommodation and an outline of the 
equipment needed for demonstration and for 
practical classes. 


The memorandum and list of books can bk 
obtained from the General Nursing Council 
on request. 


Parliamentary Correspondent 


notify patients that claims for sickness benefit 
must be lodged within three days; 
whether she was satisfied that the present 
arrangements were working efficiently. 


Dr, Edith Summerskill said that the Healt 
Ministers had asked hospitals in the National 
Health Service to make suitable arrangement 
to this end, and she had no reason to think 
that these arrangements were not workil§ 
satisfactorily. She was, however, also asking 
the National Insurance Advisory Committee 
to consider certain relaxations in the 
regulations governing claims by persons 
hospital. 


Sir Patrick Spens (Kensington, South, ©) 
asked the Minister of Health on May 22, which 
hospitals in the London area began washing 
patients in the mornings at the earliest and 
latest times, respectively; and what such 
times were. 


Mr. Bevan: I leave such matters to the 
discretion of the hospitals concerned and 
have no detailed information on the subject. 
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Morning sickness during the early weeks 


of pregnancy is the rule rather than the 


exception. 


A level teaspoonful 


Professional samples 
will gladly be sent to 
members of the Nurs- 
ing Profession, free of 
charge, upon vequest. 


*BISODOL’ in 
half a tumbler of milk or water, followed 
by a piece of dry toast and a cup of 


tea fifteen minutes before 
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Morning Sickness 


routine that often succeeds where others fail. 
*BISODOL’ provides a finely-divided antacid 
powder, composed of bismuth, soda and 
magnesia together with diastase. Pleasantly 
flavoured with oil of peppermint, ‘ BiSODOL’ 
is easy to take and may be recommendes 


is a with confidence. 


INTERNATIONAL CHEMICAL COMPANY LTD., CHENIES STREET, LONDON, W.C.1. 


In case of extreme 
debility... 


Where there is extremely low vitality 
and loss of tone in the bodily func- 
tions it is a standard practice to 
maintain strength by giving glucose. 
If this be offered in the form of 
LUCOZADE the favourable pyscho- 
logical response it evokes will play 
a valuable part in aiding the patient 
—for in LUCOZADE you have a de- 
lightfully refreshing beverage. There 
is a complete absence of the sickly 
nauseating taste which so often dis- 


tat 
or 


courages the patient who is offered Ses... 
glucose in any of its ordinary forms. Sa} BI 


LUCOZADE 


TONIC FOOD BEVERAGE 


LUCOZADE - GT. WEST RD. ° BRENTFORD * MIDDLESEX 


FABER NURSING BOOKS 


Anatomy and Physiology for Nurses 
EVELYN PEARCE, S.R.N. 


‘Is now firmly established with the junior nurse as a favourite 
textbook from which to recapitulate what she has learnt. Simply 
and concisely written, but very comprehensive it contains all that 
is needed for the Preliminary State Examination. There can be no 
doubt as to its continued popularity.—The Nursing Miurror. 
10th edition fully revised. Illustrated. 8/6 


Remedial Exercises for Certain Diseases of 


the Heart and Lungs 
HESTER S. ANGOVE, M.C.S.P. 


‘ The authoress deals concisely with those heart and lung conditions 
and diseases of the blood vessels and veins which benefit from remedial 
exercises. Miss Angove’s book should command the attention of 
all masseurs and massage students who are not familiar with it 
already, but nurses will be interested in her short, clear descriptions 
of the conditions treated.’—British Medical Bulletin. 

2nd edition. Illustrated 10/6 


Hospital Administration for Women 
EMILY MacMANUS, C.B.E, 
‘ Deals with every branch of the hospital for which the matron may 


be immediately or even ultimately responsible.’—Nursing Times. 
2nd edition 35/- 


The Nurse’s Pocket Encyclopaedia and Guide 

HILDA GRATION, S.R.N., S.C.M., D.N. (Lond.) 
‘ Practically everything to which a nurse might wish to refer quickly 
is to be found in this pocket book. The contents, arranged in 
alphabetical order, are written in a clear and concise manner, and 
are profusely illustrated with diagrams.’—Charing Cross 
Hospital Gazette. Fully revised and reset 6/6 
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Royal College of Nursing News 


be obtained from the Secretary, Royal College of Nursing, 


ANNUAL GENERAL MEETINGS AND CONFERENCES TO BE HELD 


Membership forms 
la, Henrietta Place, 


IN 


LONDON FROM JUNE 27 TO JULY | 


PRIVATE NURSES SECTION MEETINGS 


The annual meeting and conference of the 
Private Nurses Section will be held on 
Tuesday, June 27, at St. George’s Hospital, 
London, S.W.1. 


The programme is as follows: 10.30 a.m. : 
Registration at St. George’s Hospital. 11 a.m.: 
ward visits and demonstrations of new 
techniques at St. George’s Hospital. 1 p.m.: 
Informal luncheon (tickets 12s.) at Rembrand 
Hotel, Thurloe Place, S.W.7 (opposite 
Brompton Oratory). 3 p.m.: Annual General 
Meeting. Chairman: Miss G. M. Thackray, 
St. George’s Hospital. 3.15 p.m.: Professional 
Conference. Subject: The Preparation of the 
Private Nurse for her Task. Chairman: Mrs. 
N. Mackenzie (Oxon.), Lecturer in Educational 
Psychology, Ethical Principles and General 
Psychology. Speakers: Miss G. L. Blewett, 
Private Nurses Section; Mrs. C. A. Elliott, 
President, Slough Branch; Miss P. R. Rowley, 
Sister Tutor, Croydon General Hospital. 
4-30 p.m.: Tea. 


WARD AND DEPARTMENTAL SISTERS 
SECTION 


The annual general meeting and conference 
of the Ward and Departmental Sisters Section 
at the Royal College of Nursing will be held 
on June 27, 29 and 29. : 


The programme is as follows: June 27, 
9.30 a.m.: Kegistration and coffee. 10.30 
a.m.: Openconference. Chairman : Raymond 
Parmenter, M.A.(Cantab.), Management Con- 
sultant, Urwick, Orr and Partners. 10.45 
a.m.: The Educational Recommendations of 
the Nurses’ Act, 1949. Miss M. Houghton, 
M.B.E., S.R.N., Education Officer, General 
Nursing Council for England and Wales. 
Ir a.m.: Clinical Instruction of the Student 
Nurse. The methods best suited to the giving 
of clinical instruction to student nurses in the 
wards will be considered by the speakers, who 
will be Miss L. M. Bell, Sister Tutor, St. 
Thomas’s Hospital, London, S.E.1. and Miss 


M. A. Dawson, Ward Sister, The Royal 
National. Orthopaedic Hospital, Stanmore 
Middlesex. 11.45 a.m.: Group Discussion. 


I p.m. : Lunch—tickets 8s., Ariston Restaurant 
25, Argyle Street, W.1 (Oxford Circus). 
2.30 p.m.: Group Reports and questions to 
the speakers. 3.50 p.m.: Chairman’s 
summary and conclusions. 4 p.m.: _ Tea. 


Wednesday, June 28: rr am.: Divine 
Service at St. Peter’s Church, Vere Street, 
W.1. Address by the Reverend L. F. E. 
Wilkinson, Principal of Oak Hill College, 
Southgate. 3 p.m.: Annual General Meeting 
at The Royal Empire Society, Northumberland, 
Avenue, W.C.2. 8 p.m.: Professional 
Conference, Royal Empire Society, 
Northumberland Avenue, W.C.2. The Nurses 
Act 1949; tts educational scope and potentialities 
Speakers: Miss E. Russell Smith, Under- 
Secretary, Ministry of Health, and Miss J. B. 
Price, Sister Tutor, The United Sheffield 
Hospitals School of Nursing, Sheffield. 


Thursday, June 29: 10 a.m. and 2.30 p.m.: 
Branches Standing Committee, Cowdray Hall. 
Quarterly Meetings. 8 p.m.: Reception at 
Guildhall. The Countess Mountbatten of 
Burma, C.I., G.B.E., D.C.V.O., will be present 

c meet members and discuss the Education 


Appeal. 


STUDYJDAY 


A study day on Whitleyism, its history, 
application and achievement, will be held in the 
Cowdray Hall on Friday, June 30. 


9.45 a.m.: Welcome and introduction, Sir 
Frederick Leggett, C.B. Io a.m.: Con- 
sultative Machinery—its history, by Dr. G. 
Willoughby, London School of Economics. 
Ir a.m.: Coffee. 11.15 a.m.: Consultative 
Machinery—its application, by Miss Nancy 
Seear, B.A., London School of Economics and 
Political Science. 2.15 p.m.: The Nurses’ and 
Midwives’ Whitley Council—its structure and 
Function, by Miss Frances G. Goodall, O.B.E., 
General Secretary, Royal College of Nursing, 
and Honorary Secretary, Staff Side, Nurses’ 
and Midwives’ Whitley Council. 3.30 p.m.: 
Its Achievements, by H. A. Goddard, Chairman, 
Management Side, Nurses’ and Midwives’ 
Whitley Council, and Colin Roberts, Chairman, 
Staff Side, Nurses’ and Midwives’ Whitley 
Council. 8 p.m.: Industrial Nurses’ Sub- 
Committee, Coffee Party, United Nursing 
Services Club, 34, Cavendish Square, W.1. 
(Tickets 3s. 6d.). 


SISTER TUTOR SECTION 


The annual meeting and conference of the 
Sister Tutor Section at the Royal College of 
Nursing will be held on Saturday, July 1. 
10 a.m.: Registration and Coffee. 10.30 a.m. : 
President’s welcome, and business meeting 
(closed). 11.30 a.m. ; Closed Conference. 
Subject: To discuss who is best suited to teach 
normal psychology to junior student nurses. 
Chairman: Miss M. E. Gould, Sister Tutor, 
St. Thomas’s Hospital, London, S.E.1. Speak- 
ers: Miss J. Andrews, Educational Psychologist 
East Suffolk County Education Committee; 
Dr. Robert L. Moody, M.B., D.P.M., Psychia- 
trist to The Victoria Hospital for Children, Tite 
Street, Chelsea, S.W.3; Dr. Brian Ackner, 
M.A., M.B., B.Ch., M.R.C.P., D.P.M., Psychia- 
trist to the Bethlem Royal Hospital and the 
Maudsley Hospital. 1 p.m.: Lunch, tickets 7s. 
6d., Ariston Restaurant, 25, Argyll Street, W.1 
(Oxford Circus). 2.30 p.m.: Open conference. 
Subject: Zhe Employment of Nursing Cadets 
in Schools of Nursing. Chairman: Miss D. M. 
Smith,O.B.E., Matron, Guy’s Hospital, London, 
S.E.1. Speakers: Miss M. W. Sutcliffe, 
S.R.N., S.C.M., Matron, St. Mary’s Hospital, 
Portsmouth; Miss A. Catnack, B.A., Head- 
mistress, Putney County School, 92, West 
Hill, S.W.15; Miss N. Gibbs, Psychologist at 
Child Guidance Training Centre, 6, Osnaburgh 
Street, N.W.1. 4.30 p.m.: Tea. 


PUBLIC HEALTH SECTION 


The annual meeting and conference of the 
Public Health Section will be held on Saturday, 
July 1, at the London School of Hygiene, 
Keppel Street, W.C.1. 


10.30 a.m.: Meeting (for Public Health 
Section members only). 12.30 p.m. : Luncheon 
(Ss. 6d.) “‘ Chez Auguste,’’ 38, Old Compton 
Street, (Frith Street entrance), London, W.1. 
2.30 p.m.: Open Conference. Chairman: 
Dame Louisa Wilkinson, D.B.E., R.R.C. 
Speaker: Professor Andrew Topping, M.A., 
M.D., F.R.C.P., D.P.H., Dean of the London 
School of Hygiene and Tropical Medicine. 
Subject : Training and Education of the 
Specialist Nurse. Conference fee 5s., including 
tea at 4 p.m. 
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ish Square, W.1, or from local Branch Secretaries 


Fees: For the entire conference (five days) 
the fee is {1 5s. Od. and covers all events 
excluding lunches but including teas. Ticketg 
for single sessions will be available at 5. 
except for the Whitley Study Day, which will 
be 7s. 6d. Reception at the Guildhall og 
June 29, 10s. 6d. The Annual Genera) 
Meeting is open to all members without charge, 
and tea will be available at 2s. 6d. per heaqg. 

It is hoped that members will make every 
effort to attend the whole conference. 


Branches Standing Committee 


The quarterly meeting will be held at 
10 a.m. on Thursday, June 29 at the Royal 
College of Nursing. The following resolutions 
will be discussed: (a) Salaries of Senior 
Grades of Hospital Nursing Staff (Northampton 
Branch); (b) Anomalies’ resulting from 
Whitley Council awards on Salaries (Harrow 
and Wembley Branch); (c) Payment of 
Foreign Nurses working in Britain (Cambridge 
Branch); (d) Alterations in Regulations cop. 
cerning Assistant Nurses’ Training (Evesham 
Branch); (e) Capitation Fees (Edinburgh 
Branch); (f) and (g) Alteration of the Royal 
Charter (Cardiff Branch and Wakefield Branch), 


AN INTERESTING POST 


Readers who turn to our advertisement 
columns will find that the College is inviting 
applications for the post of Area Organiser, 
The work of such an officer covers a wide field, 
It affords endless opportunities for organisa 
tion and creative effort, and for advising and 
helping fellow nurses. 

The organiser must, of course, be a nurse 
herself, but that is not enough. Throughout 
the profession executive and administrative 
posts sucn as these, of which there are a great 
number to-day, call for far greater experience 
than formerly. 

The people who fill them must be skilled 
in interviewing and able to _ disentangle 
professional problems; they must have a 
knowledge of nurse training, of negotiation, 
personnel management and human relations, 
Few nurses know all there is to know about 
these things; many have to acquire thei 
knowledge as they go along. 

The College would like to hear from nurses 
between the ages of 30 and 40, including 
applicants for the above post, who would like 
to prepare themselves for these new and 
challenging aspects of a nurse’s career. 


Open Meeting at Bridlington 


An open meeting for State-registered nurse 
is to be held in the Town Hall, (Committee 
Room No. 1) Bridlington, on Friday, June 16, 


.at 7 p.m. 


Miss L. E. Montgomery, S.R.N., S.C.M, 
Northern Area Organiser of the Royal College 
of Nursing, will speak on The Importance of 
College Activities to Every Nurse. 

This meeting is called with a view t 
reviving the Bridlington Branch of the College. 
All State-registered nurses are invited to 
attend. 


Boots’ Booklovers Library 


Members are reminded that subscriptions 
to Boots’ Booklovers Library will fall due on 
July 1. Applications for renewal forms should 
be made to the General Secretary, Royal 
College of Nursing, enclosing 1d. stamp. The 
attention of readers is called to the necessity 
for the renewal of the subscription or the re 
turn of the last volume and membership 
token to the local branch of the library. 
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Public Health Section 


Public Health Section within the Birmingham 
and Three Counties Branch.—A garden party 
will be held on Wednesday, June 21, from 
6.30 p.m., at the Queen’s District Nursing 
Home, 7, Chamberlain Road, Kings Heath, 
Birmingham, 14. All members and their 
friends are welcome. A Charge of Is. will be 
made which will include refreshments. Please 
notify the secretary or other committee 
member of your intention to attend before 
Saturday, June 17. Travelling: <A No. 50 
bus from Albert Street or No. 48 from Paradise 
Street to Alcester Lanes End. Walk down 
Taylor Road, cross Haunch Lane to the 
Nurses’ Home on the left of Chamberlain Road. 


Public Health Section within the South 
Western Metropolitan Branch.—A meeting will 
be held on Saturday, June 17, at 3 p.m., in the 
grounds of Aubrey House, Campden Hill 
between Notting Hill Gate and Kensington 
High Street) the home of the Misses Alexander, 
who will show the visitors over their picture 
gallery, which contains some famous paintings, 
including portraits by Whistler. Members are 
asked to bring a picnic for one. There will be 
indoor accommodation if it rains. (Under- 
ground to Notting Hill Gate; 27, 28 or 52 


buses.) 
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Ward and Departmental 
Sister Section 


Ward and Departmental Section within 
the North East Metropolitan Branch.—A 
general meeting will be held on Tuesday, 
June 13th at 7.0 p.m., at Mile End Hospital, 
Bancroft Road, E.1. 


Branch Notices 


Bromley and District Branch.—A _ general 
meeting will be held in the Lennard Hospital, 
Bromley (late West Kent Isolation) on Monday, 
June 12 at 7.30 pm. The meeting will be 
followed by a talk by Dr. D. G. Madigan on 
Recent Advances in the treatment of Tuberculosis, 
with special reference to Chemo-therapy. The 
talk 1s open to all persons interested. 


Edinburgh Branch.—A general meeting will 
be held on Wednesday, June 14, at 7 p.m., at 
44, Heriot Row, Edinburgh, 3. 


Glasgow Branch.—A general meeting will be 
held on Tuesday, June 13, at 7.30 p.m., in the 
Scottish Nurses Club, 203, Bath Street. 


Harrow, Wembley and District Branch.—A 
general meeting will be held on Monday, 
June 12, at 8 p.m., at Harrow Hospital, 
Roxeth Hill, and not at 53, Greenhill Crescent 
as previously announced. 


Leicester Branch—A meeting of the 
Executive Committee will be held at Leicester 
Royal Infirmary on Tuesday, June 13 at 5.30 
pm. This will be followed by a general 
meeting at 6.30 p.m. 


Newcastle-upon-Tyne Branch.—A_ general 
meeting will be held at the Newcastle General 
Hospital, Nurses Home, Westgate Road, on 
Saturday, June 17, at 2.45 p.m. Business— 
Discuss resolutions for Branches Standing 
Committee Meeting. 


North Eastern Metropolitan Branch.—A 
meeting will be held on Tuesday, June 13, at 
6.15 p.m. by kind permission of the Gas Board, 
Tar Products, Beckton, East Ham. (101 bus 
from Woolwich or Manor Park; Trolley bus 
689 from Stratford to East Ham Town Hall, 
then a 101 bus to the Gas Works). Mem- 
bers are reminded that the general meeting 
and garden party will be held at the Queen 


College Announcements 


Elizabeth Hospital for Children at Banstead on 
Saturday, June 24. A coach will leave Horse- 
guards Avenue, Whitehall at 2.30 p.m. and 
returp by 7 p.m. Tickets, 6s. and full details 
may be obtained from the Honorary Secretary, 
St. Andrew’s Hospital, Bow, E.3. 


South Western Metropolitan Branch.—A 
general meeting will be held on Thursday, June 
15, at 8p.m.,at Fulham Hospital, St. Dunstan’s 
Road, Hammersmith. (Tube or bus to 
Hammersmith Broadway). If time permits, 
after discussion of the Agenda of the Branches 
Standing Committee, Miss F. N. Udell, M.B.E., 
will talk on the General Assembly of the 
World Health Organisation which she attended 
in May. 


Wigan Branch.—A meeting will be held at 
the Royal Infirmary, Wigan on Wednesday, 
June 14 at 7.30 p.m. Miss Jones, County 
Supervisor District Nurses, will be the speaker. 
The date of the garden party at Harvey 
House, Gathurst, is Saturday, August 19. 


Winchester Branch.—A meeting will be held 
at the West Gate Lodge Hotel, 83, High Street, 
Winchester, on Wednesday, June 14, at 3 p.m. 


NURSING TIMES LAWN TENNIS 
CUP COMPETITION 


First Round Results 


‘Miller Hospital beat Royal Free Hospital. A, 6—1; 
7—5; 6—2. B, 5—7; 3—6; 3—6. Teams :— Miller A, 
Misses Rickcord and Schoni. B, Misses Payne and Counihan. 
Royal Free A, Misses DeVos and Whittington. B, Missés 
Fov and Stokvis. 

$t. ’s Hospital beat Hammersmith H tb A 
6—3; cams :— 


6—2; 5—7; 3—6. B, 9—7; 6—2. 
St. George’s A, Misses Brown and Gerrard. B, Misses Jones 
and Crowe. Hammersmith A, Misses Ludbrook and Clark. 
B, Misses Tivey and Amar. 

Guy’s H beat Queen Elizabeth Hospital. A, 5—7; 
6—4; 6—2. B, 6—4; 6—3. Teams: uy’s A, Mi 
Anderson and Holmes. B, Misses Burt and Lge 


er Elizabeth A, Misses Spiers and Jackson. 
| and Adams. 

Mount Vernon Hospital beat St. Charies Hospital. A, 4—6; 

6—2; 6—3. B, ; 6—2. Teams :—Mount Vernon A, 

Misses Brennan and Crosbie. B, Misses Richardson and 

Crawford. St. Charles A, Misses Gordon and Sage. B, 

Misses Unsworth and Miller. 

King Edward Memorial Hospital beat Westminster H . 
A, 6—3; 6—2; 6—4. B, 4—6: 4—6. Teams :— 
Edward A, Misses Dibble and Brophy. B, Misses Williams 
and Millar. Westminster A, Misses Edmondson and Chanter. 
B, Misses Armour and Brooks. 


Second Round Results 

Fulham Hospital beat Belgrave Hospital for Children. 
A, 6—4; 6-0; 6—3. B, 6—2; 6—3. Teams :—Fulham 
A, Misses Davies and Jaconbs. B, Misses Saunders and 
Sharpe. Belgrave A, Misses Davidson and James. B, 
Misses Draper and Holman. 

Central Middlesex Hospital beat Watford Peace Memorial 
Hospital. A, 6—0:;: 6—2; 6—3. B,6—3; . Teams:— 
Central Middlesex A, Misses Beckman and Mossop._B, Misses 
Taylor and Deacon. Watford A, Misses Smith and Bennett. 
B, Misses Spokes and Barber. 

Richmond Royal Hospital beat St. Giles’ Hospital. A, 6—4; 
6—0; 6—2. , 2—6; 6—2; 6—4. Teams :—Richmond 
A, Misses Nowell and Thomas. B, Misses Jones and Doherty. 
St. Giles’ A, Misses Jasper and Hakesy. B, Misses Golding 
and Jordan. 


NURSES APPEAL COMMITTEE 


We often need to be reminded of our duty 
to others and one of the times we ought to 
remember is that there are many elderly 
nurses who have done splendid work for the 
nation, but are ending their days with in- 
sufficient means. Please share these benefits 
and your sense of security with the older 
generation of nurses who need helping now. 


Contributions for week ending June 3, 1950 


4 

Miss W. E. Steward. (Monthly donation) 5 
Royal Berkshire Hospital. (Monthly donation). . 10 0 
Miss I. Lomes 
Miss N. Hosford 
Miss A. N. Johnson 10 O 
Miss Foreman 2 6 
Total £3 10 6 


W. SPICER, Secretary, Nurses Appeal Committee, Royal 
ee of Nursing, la, Henrietta ce, Cavendish Square, 
on, W.1. 


Midwife Teachers Training Course 


The following details are announced con- 
cerning the second course at the Midwife 
Teachers Training College, High Coombe, 
Kingston Hill, Surrey. 

1. The course is residential and lasts for 
6 months. There are 16 vacancies. The 
a course will begin on November 25, 


2. The fees for the course will be £60 for 
tuition. Students will also be required to 
pay £65 for board and residence. Employing 
bodies in the National Health Service have 
been informed that they may grant leave with 
full ‘pay to midwives with suitable experience 
who wish to take the course. (Ministry of 
Health circulars HMC (49) 116 and LHA 
6/49). 

3. Students who are to receive full pay 
will be required to give an undertaking sig- 
nifying their intention of engaging in the teach- 
ing of pupil midwives for at least two years 
after passing the examination. 

4. Applicants must pass a written entrance 
examination consisting of one general know- 
ledge question (a choice will be given) and two 
midwifery questions. This will, be held at 
the Royal College of Midwives, 57 Lower 
Belgrave Street, London, S.W.1., on 13th 
July. In exceptional cases arrangements 
may be made for it to be held locally. 


5. After the examination, selected appli- 
cants will be summoned to an interview on 
August Ist at the offices of the Central Mid- 
wives Board at 73 Great Peter Street, London, 
S.W.1., when a final choice will be made. 


6. Intending candidates, who must satisfy 
the requirements laid down in Section C of 
the Rules of the Central Midwives Board, 
should write to Mr. G. Thomas, Secretary, 
Midwife Teachers Training College Council, 
73, Great Peter Street, London, S.W.1. 


Coming Events 


Lambeth Hospital.—The annual reunion and 
prizegiving will be held on Thursday, July 20, 
at 3 p.m., to which all past members of the 
staff are cordially invited. R.S.V.P. to matron. 

Medical Group of the Royal Photographic 
Society—An International Exhibition of 
Medical Photography will be held at the 
Medical Society of London, 11 Chandos 
Street, W.1, from Monday, June 12 to Saturday, 
June 24. Opening hours are 10 a.m. to 5 p.m. 
(Wednesdays 10 a.m. to8p.m.). Sir Heneage 
Ogilvie, M.D., F.R.C.S., the chairman of the 
Group, will open the exhibition at 4 p.m. on 
Saturday, June 10. 

Ranyard Mission.—The annual meeting 
will be held on Wednesday, June 14th, at 
the Caxton Hall, Westminster, beginning at 
3 p.m. The Bishop of Woolwich will take 
the Chair. The Speakers will be Mrs. Geoffrey 
Fisher, wife of Dr. Geoffery Fisher, Arch- 
bishop of Canterbury ; Central President of 
the Mothers’ Union ; Vice-Chairman of the 
Canterbury Diocesan Board of Women’s 
Work and Chairman of their Executive 
Committee—and Miss Jean Addison, S.R.N., 
S.C.M., D.N., Matron of the Royal Free 
Hospital. 

* 


Solution to Crossword Puzzle No. 4 


Clues Across.—2.—Irish stew; 8.—Anglo; 9.— 
10.—Ode; 11.—Yeast; 12.—Rod; 13.—Tibia; 15.— 
Baker; 16.—Tot; 18.—Still; 19.—Was (sail); 20.—Sauce; 
21.—NAAFI; 22.—Beefsteak. 

Clues Down.—1.—Season to taste; 2.—Ingle; 3.—Irony; 
4.—Ham sandwiches; 6.—Toast; 6.—Wager; 7.—Salad 

ing; 14.—Austere; 15.—Balance; 17.—Thumb; 


19.—Whack. 

Prizewinners 

We have pleasure in awarding the first prize of 10s. 6d- 

to Miss Majendie, S.R.N., 2, Dunsford Place, Bath, Somerset, 
and the second prize of a book to Miss A. P. Ni 

Beacon Cottage, James Street, Selsey, Sussex. 


10, 619 
| 

nurses 

mittee 

ne 16, 

ollege 

nee of & 

w to 
ollege. 
od to 

tions 

e on 

hould 

Royal 

The 

ossity 
le 

rship 

ry. 


